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ESOPHAGEAL DIVERTICULA* 
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PROFESSOR OF SURGERY, 


The first mention of an esophageal di- 
verticulum which appears in the literature 
was made by Ludlow in 1746, when he de- 
scribed what we now term a pulsion diver- 
ticulum of the esophagus. Rokitansky in 
1840 divided esophageal diverticula into 
the pulsion and traction types. 


The pulsion type, the one which we are 
attempting to discuss, is not a true diver- 
ticulum, but rather a herniation of the 
mucous, and submucous coats of the 
esophagus through the muscular coats. 
Killian and Keith have demonstrated that 
they originate between two definite parts 
of the inferior constrictor muscle, i. e. be- 
tween the transverse lower constrictor 
fibers, and the circular or oblique fibers 
of the constrictor inferior pharyngis mus- 
cles that go to make up the cricopharyn- 
geous muscle. While this is a statement 
usually accepted, there has recently been 
evidence produced showing that this may 
be incomplete. 

The traction type of diverticula are true 
diverticula in that the sac contains all of 
the coats of the esophagus. They occur al- 
most always in the thoracic portion of the 
esophagus, and result from cicatrical con- 
traction of inflamed lymph glands, which 
by true traction pull the walls of the 
esophagus outward, causing a diverticu- 
lum of varying size to develop. They 
usually are small, transverse in relation 
to the esophagus, and cause but little 
trouble, as the neck of the sac is rarely 
narrow, and because the walls contain the 


*Read before the Surgical Section, Annual Meeting, Okla- 
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muscular coats of the esophagus they tend 
to empty readily. 

Two other types have been described, a 
congenital type which is related to bran- 
chial fistula, and a lateral diverticulum 
described by Moynihan which arises from 
a gap below the borders of the cricophar- 
yngeus and the fibers of the esophagus 
These two types are very rare. 

The pulsion type of diverticulum, with 
which we are at present particularly in- 
terested, is entirely different from the 
others. It is sometimes called, because of 
its origin, a pharyngo-esophageal diverti- 
culum. Its site of origin is at almost a 
fixed point. Its progress is constant, and 
its anatomy and relation to surrounding 
structures varies but little. It occurs prob- 
ably more frequently than we realize; two 
hundred and seventy-six cases are rTe- 
ported at the Mayo Clinic prior to 1933; 
thirty-five are reported by Lahey, and 
seventy-nine reported by Shallow from 
the Jackson Clinic. It is more frequent in 
men than women, about five to one. It is 
observed usually between fifty and seven- 
ty years of age, but may be found earlier 
in life. The youngest case in our series was 
sixty-five years and the oldest seventy- 
eight years. 

ETIOLOGY 

There have been several theories ad- 
vanced as to just why these diverticula 
tend to develop. A history of trauma, goi- 
ter, and malignancy, or stricture of the 
esophagus is sometimes present. The most 
frequent explanation is, that in the act of 
swallowing considerable pressure is ex- 
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erted on the wall of the esophagus, and 
that as a result of this a bulging of a 
weakened area might be started. Negative 
pressure is created in the act of swallow- 
ing has also been suggested as a cause. 
Jackson feels that it may be due to an in- 
coordination of the muscles in the act of 
swallowing. C. H. Mayo suggests that an 
embryologic or developmental anomaly 
may be the basis on which pulsion diver- 
ticula develop. Judd has noted that there 
is frequently a dimpling in the mucosa at 
the point where these diverticula arise, 
and this may be a potential factor in their 
origin. Shallow thinks that penetration, of 
nerves or blood vessels, through the wall 
of the esophagus may represent a weak- 
ened area, and contribute to the cause. 
Since no constant factor has been found 
explaining the etiology, this point must 
remain at present somewhat speculative. 
Once, however, a bulging of the wall or a 
small sac is evident, the explanation of 
why it progresses is seen. Physical factors 
tend to increase its size; its course down- 
ward is explained on the same basis in- 
fluenced by the anatomy of the area. Fas- 
cial planes lead downward from the cer- 
vical region into the mediastinum; this is 
due to the fact that during embryological 
development the mediastinal structures 
originate in the neck, and migrate into the 
chest carrying their enveloping fascia with 
them. There are no transverse demarca- 
tions to segregate these planes, a factor 
of importance when considering their sur- 
gical problems. 


The sac of a pulsion diverticulum tends 
to pass downward between the fascial 
planes which envelop the esophagus; be- 
hind we have the prevertebral fascia; in 
front the pretracheal fascia. Because of 
the relation of the esophagus to the cer- 
vical vertebra the sac tends to go to the 
left. 


SYMPTOMS 


Since esophageal pulsion diverticulum 
is a diverticulum of gradual development, 
the clinical symptoms present in a given 
case will depend on the stage of develop- 
ment of the sac. Lahey has divided esoph- 
ageal pulsion diverticula into three stages. 

First: “At the stage when the sac is a 
mere bulging in the wall, the symptoms 
are only those of which would be associat- 


ed with small particles of food being 
stuck in the sac. They are a sort of foreign 
body in the throat, and attempts to expel 
them by coughing and expectoration are 
made. One does not see at this stage, the 
return of any considerable amount of a 
previous meal, nor is there any getting up 
of the glary mucous which appears in the 
later stage.” 

Second: “The symptoms associated 
with the intermediate type of esophageal 
diverticulum are largely related to the 
accumulation of food in the sac. The sac is 
sufficiently large so that food passes into 
it and remains there, and is regurgitated 
from it, but it is not sufficiently large to 
produce obstructive symptoms. The par- 
ticular symptoms therefore are related to 
the regurgitation of food taken at a pre- 
vious meal, often mixed with the glary 
mucous. There are often, at this stage, 
noises due to the mixture of air with the 
contents of the sac. In addition to this, the 
patients are frequently able to expel the 
contents of such a sac by pressure over 
the sac, and by assuming certain postures.” 

Third: “The symptoms associated with 
the terminal stage of esophageal diverti- 
culum are largely those of the second 
stage in an exaggerated degree plus those 
of obstruction. When the sac has reached 
large proportions the opening into the di- 
verticulum is no longer on the lateral wall 
of the esophagus but tends to be more or 
less transverse, and the opening in the 
true esophagus tends to be more lateral. 
This results in all the food swallowed 
passing first directly into the sac. This di- 
lates the sac, drags the sac further down 
into the mediastinum, and so further nar- 
rows the lateral opening into the esopha- 
gus. This produces more and more defi- 
nitely obstructive symptoms until finally 
complete obstruction can occur, due to the 
narrowing of the true opening into the 
esophagus by traction, plus the actual 
pressure of the dilated mediastinal sac on 
the esophagus. This can result in a quite 
serious situation due to the diminished 
fluid intake with emaciation and finally 
real danger of starvation.” 


DIAGNOSIS 


The diagnosis can usually be made from 
the clinical history. This may be con- 
firmed by x-ray, the passage of sounds 
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and esophagoscopy. In differentiation, 
carcinoma of the esophagus, stricture with 
dilatation of the esophagus, and cardio- 
spasm must be considered. 


TREATMENT 


When diagnosis has been made opera- 
tion should be advised, except in the very 
early cases, where dilatation may keep the 
patient quite comfortable for a time. Se- 
verely dehydrated cases should be prop- 
erly prepared by the administration of 
fluids. Starvation should be temporarily 
relieved by administration of food, either 
by a tube successfully passed into the 
stomach by the esophagus, by a _ tube 
through the sac in the first stage of the 
operation, or by a gastrostomy. While 
temporizing measures may be used for a 
time, permanent relief can only be accom- 
plished by operation. Most cases are suited 
to operation at once inasmuch as with the 
present operation the patient is able to 
take food immediately. 


While there has been some discussion, as 
to the one, or two stage operation, most 
authorities feel that a two stage operation 
should be used. This obviates, to a large 
degree, the danger of a fatal mediastinitis, 
which condition represents the most seri- 
ous danger incident to the operation. Other 
dangers incident to the procedure are 
largely those associated with the ad- 
vanced age, and general poor surgical risk 
of the patient. 

Under local anesthesia, either a cervical 
block, or blocking of the cervical nerves 
as they pass over the sternocleidomastoid 
muscle near its mid point, with some add- 
ed infiltration as the operation proceeds, 
no difficulty is experienced in carrying 
the procedure to completion without pain. 
Preliminary pre-operative narcosis with 
scopolamine or sodium amytal quiets the 
patient’s apprehension, and it is not un- 
usual to have the patient fall asleep before 
the operation is well started. General an- 
esthesia should not be used for two 
reasons; first, the danger of aspiration of 
the contents of the sac during its manipu- 
lation, and second, because of the dangers 
of damage to recurrent laryngeal nerves 
during the technical procedure of freeing 
the sac. An incision is made along the an- 
terior border of the sternocleidomastoid 
muscle, the omohyoid muscle cut, the pre- 


thyroid muscle broken through, the thy- 
roid gland dislocated over the trachea 
after tying and cutting the middle thy- 
roid vein, and in most cases the inferior 
thyroid artery. The great vessels are dis- 
placed outward, and the cellular tissues 
over the sac opened. The sac is by this pro- 
cedure brought into view passing down- 
ward, and slightly to the left of the esoph- 
agus. Grasping the sac with blunt forceps 
it is usually separated from its areolar 
covering without difficulty up to near the 
neck, where some of the muscular fibers 
of the esophagus have become reflected 
on the sac; here a little tedious dissection 
frees it entirely. The sac must be freed on 
either side, and in front well up to the 
neck when it can be readily lifted entirely 
from its bed. It should then be attached to 
the muscle by a few sutures, at an obtuse 
angle without tension, and being careful 
not to penetrate the sac with the suture 
needle. The fundus of the sac can usually 
be brought outside the incision. In the 
small sacs the sac should be attached to 
the muscles by black silk or linen thread, 
to aid in finding the sac at the second 
stage. The ends of the threads may be left 
hanging outside the upper part of the 
wound. The wound should then be loosely 
closed either over or about the sac. If the 
sac has not been opened during the pro- 
cedure no drain is needed. The trauma 
incident to the loosing the sac from its bed 
forms a transverse barrier between the 
fascial planes, which will prevent exten- 
sion of infection into the mediastinum at 
the second stage if leakage should occur. 
Immediately after placing the sac at an 
obtuse angle, above the level of the en- 
trance into the esophagus the patient is 
able to swallow food and liquids. The pa- 
tient is out of bed the next day. In about 
ten days to two weeks the wound is re- 
opened, the neck of the sac tied off with 
especially hardened catgut, a drain passed 
down below the stump, and the wound re- 
sutured. This is also done under local an- 
esthesia. Sometimes an esophageal fistula 
will develop which soon closes. In our 
series of cases this has not occurred. The 
drain is removed in four to six days, and 
the wound is usually closed in two weeks. 
Sounds, using a thread which has been 
swallowed as a guide should be used occa- 
sionally for a year. 
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During the past two years we have seen 
seven of these cases. One of these, a very 
small diverticulum, was not operated, one 
is under consideration now and will be 
operated at an early date. Five have been 
operated and relieved entirely of the dis- 
tressing condition. 

A brief history of each case is as fol- 
lows: 

First: White male, age sixty-seven years 
whom I first saw in 1931. His chief com- 
plaint at this time was difficulty in swal- 
lowing. X-ray pictures showed a typical 
esophageal diverticulum of moderate de- 
gree. Operation was advised. He was well 
nourished, and as he was not having much 
discomfort he was unwilling to be operat- 
ed. I did not see him again until March, 
1934. At this time he had lost eighty 
pounds in weight, and was unable to swal- 
low anything except fluids, and then only 
with difficulty. Most of the fluid with a 
lot of glary mucous was regurgitated. 
X-ray at this time showed a large sac ex- 
tending well into the mediastinum. The 
sac could be felt in the left side of the 
neck. His general condition was negative 
except for starvation and dehydration. He 
was operated March 10th, 1934. The sac 
separated well up to its neck and brought 
outside of the wound at a higher level than 
the opening in the esophagus. The next 
day he could swallow without difficulty. 
On March 23, the second stage was done 
and the sac ligated at its base. He made 
an uneventful recovery, and has had no 
further difficulty. In three months time 
he had regained his former weight. 

Second: White female, age seventy- 
three, who gave a history of having diffi- 
culty in swallowing for twelve years. This 
had progressively become worse, until 
now she regurgitated most of the food 
taken, with a lot of glary mucous. After 
eating she complained of a sense of full- 
ness in the throat. She had lost twenty 
pounds in weight. X-ray pictures showed 
a typical esophageal diverticulum. She 
was a rather frail elderly woman who 
gave a history of having asthma for years. 
She had a rather marked heart murmur. 
First stage operation was done on May 
24th, 1934. She was able to swallow the 
next day. Second stage was done on June 
2nd, 1934. She made an uneventful recov- 
ery and soon regained her former weight. 


Third: White male, age seventy-eight, 
who gave a history of difficulty in swal- 
lowing for the past ten years. He regurgi- 
tated most of his food with a lot of glary 
mucous. Was able only to swallow liquids. 
He had lost eighteen pounds in weight. 
X-ray picture showed a typical esophageal 
diverticulum. His general condition was 
good. First stage was done on January 
23rd, 1935. He was able to swallow with- 
out difficulty the next day. Second stage 
was done February 3rd, 1935. He made an 
uneventful recovery 


Fourth: White male, age seventy-two, 
who gave a history of difficulty in swal- 
lowing for eight years. He had lost thirty- 
two pounds in weight. X-ray pictures 
showed a typical esophageal diverticulum. 
First stage operation was done April 10th, 
1935. He was able to swallow the next day, 
and out of bed the third day. Second stage 
was done April 20th, 1935. He made an un- 
eventful recovery. 


Fifth: White male, age seventy-four, 
who gave a history of a sensation of there 
being something stuck in his throat. This 
had been noticed only a few months. He 
was well nourished and swallowed with- 
out difficulty. There was no marked re- 
gurgitation of food. X-ray picture showed 
a typical small esophageal diverticulum. 
He had a marked hypertension, with some 
evidence of renal insufficiency. I advised 
him not to be operated unless he had more 
marked symptoms. This was in June, 1935. 
After finding out what the trouble was he 
ceased to worry about it, and went along 
without trouble until January, 1936, when 
he died of another trouble, unrelated to 
the condition. 

Sixth: White female, age seventy-seven, 
who gave a history of difficulty in swal- 
lowing and regurgitation of food for seven 
vears. She had lost twenty-five pounds in 
weight. X-ray showed a typical large 
esophageal diverticulum. First stage oper- 
ation was done October 16th, 1935. She 
was able to swallow without difficulty the 
next day and out of bed the fourth day. 
Second stage was done November 3rd, 
1935. She made an uneventful recovery. 

Seventh: White male, age sixty-five, 
who gave a history of having had a chok- 
ing sensation in the throat, with the re- 
gurgitation of a thick mucous for the past 
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two years. He has not lost weight. X-ray 
pictures show a typical esophageal diver- 
ticulum. On January 15th, 1936, he was 
advised to have the condition operated. He 
is to return soon to have this done. 


Pictures of five other cases were found 
in our x-ray laboratories. Two were found 
of the traction type. 

TO SUMMARIZE 

The age incidence of these cases were 

67-73-78-74-77-65. Average age 72.3 years 

from four 
months in one case, to twelve years in an- 
other. The average time symptoms were 
present was 4.33 years. 


Symptoms were present for 


The symptoms conformed to the first 
stage in one case; to the second stage in 
one case, and to the third stage in five 
cases. Two of these cases had gone into 
extreme dehydration and starvation. 

The five cases operated made unevent- 
ful recovery without complications, and 
were entirely relieved of the distressing 
condition 


CONCLUSIONS 


l. Esophageal diverticula are probably 
more common than _ ordinarily 
thought 

2. Dissemination of knowledge _ con- 
cerning the typical symptom will re- 
sult in more cases being diagnosed 

3. The two-stage operation has proved 
entirely satisfactory in our hands 

4. Twelve cases have been diagnosed 
in Oklahoma City. Seven of thess 
have been observed by me during 
the past two years. 

5. Pictures of both the pulsion and 
traction type of esophageal diverti- 
cula are presented. 
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DISCUSSION 
Dr. Arthur W. White: It has been my 


privilege to be associated with Dr. How- 
ard on some of the cases reported in this 
excellent brief on the subject of esopha- 
geal diverticula 

As was stated in the paper there are 
two kinds of diverticula of the esophagus 
One the traction type which is produced 
by a pulling, by adhesions, of a portion of 
the esophagus and all of the neighboring 
tissues away from the axis of the lumen 
thus forming a complete pocket, usually 
cone shaped with a wide mouth involv- 
ing all of the coats of the esophageal wall 
and producing a distortion or angulation 
of the lumen of the organ. This type may 
occur anywhere, but as it is most often 
caused by an adherence to inflamed glands 
the condition occurs at approximately the 
mid portion of the esophagus—that sec- 
tion most intimately associated with thi 
mediastinal glands 

The pulsion type which is a hernia 
type of diverticulum occurs naturally at 
te points of greatest weakness, i. e., the 
points at which the musculature is weak 
or does not completely surround the iube 
Hence, the majority occur high up on the 
posterior wall of the esophagus just be- 
low the junction with the pharynx. A 
lesser percentage occurs at or just above 
a point opposite the bifurcation of the 
trachea just above the natural narrowing 
of the esophagus, which by reason of this 
narrowing is subjected to greater pressurt 
by large boluses of food or by foreign 
bodies 

The subjective evidence is that of ob- 
struction plus additional symptoms de- 
pendent upon the size and location of the 
sac. As has been stated the sac extends 
downward having a tendency to parallel 
the long axis of the organ. When suffi- 
cient size has been attained the original 
organ is somewhat misplaced or the lumen 
is sufficiently compressed to produce par- 
tial or complete obstruction, giving rise to 
additional symptoms of foul breath, cough 
from pressure on the superior laryngeal 
nerve, and hoarseness by pressure on the 
larynx, usually without pain except in se- 
vere cases. When the diverticulum is lo- 
cated lower down in the esophagus dull 
substernal pain exists or in the case of 
associated ulceration severe pain is pres- 
ent especially immediately after eating 
and in association with difficulty in swal- 
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lowing, but without the evidence of press- 
ure on the larynx. 


The appearance of the patient with a 
diverticulum in the pharyngeal region, 
from in front, is that of a goiter with 
greater bulging on the left side of the 
neck. On palpation the tumor has a softer 
feel and may be reduced in size by press- 
ure, or manipulation with fingers, or the 
esophagus is misplaced by pressure. A 
bubbling sound may often be heard if the 
bell of the stethescope is placed over the 
tumor. The patient should be examined 
while lying on his right side. 


The x-ray is of great help in the diag- 
nosis and should always be resorted to, 
not only for differential diagnosis but to 
assist in determining the size of the di- 
verticulum as well as the position and de- 
gree of occlusion of the esophagus. The 
fluoroscope is of more help than films. 


—()- 


Either barium or a “Mayer’”’ tube filled 
with shot may be used. 

The probe and esophagascope should 
be used with the greatest care and the last 
procedure to be considered. It is quite 
dangerous to attempt to pass any type of 
sound except with a thread as a guide. 

In small diverticula or in an inoperable 
case the diverticulum may be washed out 
with a small blunt tube but in this also 
great gentleness is to be urged for fear of 
rupture. 

In diverticula too low in the chest to be 
removed from the wall, in case of much 
pressure, between the esophagus and di- 
verticulum may be severed converting the 
diverticulum into a dilatation of the esoph- 
agus. 

Dr. Howard is to be complimented on 
his high percentage of satisfactory results, 
as this is one of the most difficult and 
disappointing procedures in surgery. 


Medical Aspects of the Gall Bladder Problem * 


JOHN F. Day, M.D. 
PAWHUSKA 


Few organ systems of the human body 
give rise to such a great bulk of the day to 
day cases of the internist and general 
practitioner as the extra-hepatic biliary 
system. To discuss all phases of such a 
subject would and has indeed filled many 
learned tomes. It is my purpose rather 
to confine myself to a small and restricted 
portion of this vast field and to discuss 
those disturbances which I feel sure ac- 
count for innumerable instances of the 
well known and much discussed “non- 
functioning gall bladder.” I refer to those 
functional disturbances of the gall bladder 
variously termed biliary dyskinesia of 
Westphal, the physiologic block of 
Smithies,® or the spastic and atonic dis- 
tension of Newman.® These types of dys- 
function are dependent upon neuromus- 
cular imbalance or antagonism of the wall 


*Read before the Surgical Section, Annual Meeting, Okla- 
homa State Medical Association, Enid, April 8, 1936. 


of the gall bladder, the sphincter of Lut- 
kens, the sphincter of Oddi and the papil- 
la of Vater as well as the muscular coat of 
the duodenal wall. 

The anatomy of the extra-hepatic bili- 
ary system is simple. The gall bladder it- 
self, with a muscular wall (albeit poorly 
developed), has at the opening of the 
cystic duct an imperfect and somewhat 
disputed sphincter, the sphincter of Lut- 
kens. The cystic duct, with its connection 
with the hepatic duct and the choledochus 
may be regarded functionally as simple 
conduits. The pancreatic duct of Wirsung 
may or may not join the choledochus be- 
fore the latter penetrates the wall of the 
pars descendens of the duodenum and 
empties through the papilla of Vater. The 
insertion into the duodenal wall is an ob- 
lique one and the intramural portion lies 
in the grasp of the circular muscle fibers 
of the duodenum. The sphincter of Oddi 
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is composed of an aggregation of these 
fibers at the papilla forming a weak 
sphincter. 


The nerve supply to the gall bladder 
comprises the splanchnic nerves as well as 
the vagus. According to Howell,? the 
splanchnic nerves supply both the motor 
and the inhibitory fibers but motor fibers 
are also supplied by the vagus. Sensory 
fibers are found in both vagi and splanch- 
nics. Stimulation of the proximal end of 
the cut vagus causes contraction of the 
gall bladder wall with accompanying re- 
laxation of the sphincter of Oddi, this be- 
ing the normal mechanics during digestion 
and emptying of the gall bladder. Stimu- 
lation of the proximal cut end of the 
splanchnic causes reflex stimulation of the 
inhibitory fibers to the gall bladder wall 
and hence dilatation of the organ. In ac- 
cord with these facts Westphal (quoted 
by Held') found that moderate stimula- 
tion of the distal end of the splanchnic 
caused “normal” evacuation of the gall 
bladder with inhibition of the sphincter of 
Oddi. More intense stimulation caused not 
only marked contractions of the gall blad- 
der but spasm of the sphincter of Oddi as 
well, thus causing failure of emptying. 
(The hypertonic dyskinesia.) Stimulation 
of the proximal end of the splanchnic 
caused inhibition of contraction of the gall 
bladder with spasm of the sphincter of 
Oddi, . . . the atonic dyskinesia. It is to be 
noted that in both instances the ultimate 
reason for failure to empty lies in the 
sphincter. 


The work of lvy* and his collaborators 
has clearly indicated the salient nature of 
the hormonal control of gall bladder evac- 
uation. Whether cholecystokinin, secretin, 
or some lipoidal substance be responsible 
for this action, it is convincing to most 
students of the problem that whatever the 
intrinsic nervous mechanism may be, the 
humoral “trigger” sets the process in mo- 
tion. That excessive production of the 
humoral stimulus may result in unruly 
action of the gall bladder is shown by Ivy 
and Sandblom.* A duodenal tube was 
passed in normal human subjects and 
several control samples were collected. 
Intravenous injection of cholecystokinin 
resulted in a flow of first, bile and then, 
pancreatic secretion. From this procedure 


no distress was elicited. However, the in- 
jection of a second dose of cholecystokinin 
caused a free flow of pancreatic fluid with- 
out bile and the subject began to complain 
of typical biliary colic. Relief was required 
fifty minutes later by injection of MgSO* 
via the tube. This phenomenon was noted 
in three of nineteen subjects tested. Hy- 
pertonic dyskinesia is nearly always found 
in the asthenic type of person who, after 
full meals, complains of diffuse upper ab- 
dominal discomfort. Attacks of colic are 
infrequent in either type. The patient with 
hypertonic dyskinesia can be relieved by 
duodenal drainage though larger amounts 
of MgSO* than normal may be required. 
The cholecystogram in either phase of 
dyskinesia is either absent or extremely 
faintly outlined. Neither type is uniformly 
associated with icterus even of a miminal 
nature. 


Asthenic patients whose appetite is ca- 
pricious and who have fullness in the right 
upper quadrant much of the time despite 
meticulous attention to the diet are most 
likely to fall into the category of atonic 
dyskinesia. Here of course duodenal drain- 
age alone does not return bile because of 
failure of contraction of the gall bladder 
though small amounts are usuaily ob- 
tained probably because of the collateral 
factors favoring gall bladder evacuation, 
abdominal pressure changes duodenal per- 
istalsis, etc. 


I wish to state my indebtedness to Dr. 
I. W. Held,’ of New York, for his stimulat- 
ing article on this subject and which did 
much to disseminate general knowledge of 
the subject. It was following the reading 
of this article that I was prompted to re- 
view my records with this disturbance of 
gall bladder function in mind. In a some- 
what limited series, I was able to find 
three satisfactory cases corresponding to 
the hypertonic type. 


The significance of this situation is clear 
when one considers the following se- 
quelae: (1) The possiblity of operation 
upon cases of dyskinesia with disappoint- 
ing results; (2) the possiblity of biliary 
stasis leading to calculus formation and 
true organic disease of the gall bladder. 
In the first eventuality I am sure that in- 
ternists, as well as their surgical confreres 








can all recall certain unsatisfactory cases 
of operation in instances of biliary colic, 
probably after a cholecystographic report 
of “non-functioning” gall bladder and the 
most embarrassing persistence of symp- 
toms due to the recurring spasm of the 
sphincter of Oddi. 
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Combined Non-Specific Ulcerative Colitis 
and Ileitis* 


V. H. Musick, M.D. 
OKLAHOMA CITY 


Recently there has appeared in the lit- 
erature, several cases of a combined non- 
specific granulomata involving both colon 
and ileum. 

It was thought, when terminal ileitis 
was first described, that the lesion did not 
run past the ileo cecal valve, but since that 
time there has appeared evidence that 
it may spread past the valve to involve 
the cecum, sigmoid or any part of the 
colon. 

The cause of ulcerative colitis and ileitis 
is unknown. Bargan of the Mayo’s isolated 
from the crater of the ulcers, a gram-nega- 
tive diplo-streptococcus, which he thought 
to be specific. Since the beginning of this 
century, one school of physicians has felt 
that the process is a phase of bacillary dys- 
entery, and even recently Joseph Felson 
has brought forth proof that either of the 
types of B. dysenteriae may be found on 
agglutination titers. There are others who 
believe in the trophic, metabolic and al- 
lergic origin. 

Generally the symptoms displayed by 
the patient are: 

1. Pain. 

2. Diarrhea. 

3. Loss of weight. 

4. Nervous phenomena. 

5. General malaise. 

6. Nausea and vomiting. 


As a rule, the patient complains of pain, 
cramp-like in character, coming and going 





*Read before the Staff of the Oklahoma City General 
Hospital, April 24, 1936. 


with peristalsis. It may be situated over 
the entire abdomen or only over certain 
areas. He may have complained of this 
pain for months or years, only slightly 
noticeable at first but gradually becoming 
so severe as to require narcotics. There 
may be intervals of months duration of 
complete freedom, only to have an exac- 
erbation. This pain may be relieved by the 
passage of flatus, if there is much meteor- 
ism, or by a bowel movement. Distention 
is often troublesome and is worse after 
slight exercise. Relief is obtained by rest 
in bed. Ileal involvement usually causes 
pain in the right lower quadrant. Ulcera- 
tions of the transverse colon ordinarily 
cause severe pain, palpitation, sweats, 
prostration and weakness. Ulcerations in 
the sigmoid and rectum are more liable to 
cause tenesmus at stool. 

The diarrhea usually varies as to the 
location of the lesion. Ulcerations in the 
ileum and cecum cause from two to four 
bowel movements a day. If the process in- 
volves the left bowel, sigmoid and rec- 
tum, then one may see as high as fifteen 
to twenty movements of bloody, purulent 
mucous a day. In acute recto-sigmoiditis, 
the constituents of blood, pus and mucous 
are not thoroughly mixed with the food. 
In the hemorrhagic form of colitis great 
quantities of blood may be passed until 
the patient is exsanguinated. He may have 
from ten to twenty bowel movements a 
day and still have an obstipation. He 
passes only blood and mucous. In ilio-cecal 
involvement, pus and blood are usually 
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present in small quantities. However, in 
some cases of less fulminating types it 
may be impossible to detect pus even 
with a microscope. 

Loss of weight varies also with the loca- 
tion of the ulceration. Right sided involve- 
ment may cause a loss of weight of possi- 
bly ten to fifteen pounds. In left sided in- 
volvement with the exhausting diarrhea, 
the weight may go down rapidly until the 
patient is emaciated. The weight loss co- 
incides directly with the fulminating at- 
tacks. 

Fever, with ileal involvement, is of low 
grade, septic in type with periods of 
months remissions. Sigmoiditis and trans- 
verse colitis may run a high temperature 
of 103 to 104. 


Nervous phenomena such as inability to 
sleep, hyperaesthesias, hot flashes, etc., 
vary in degree but are nearly always 
present. 

Vomiting is usually not severe even 
when there are signs of progressing in- 
testinal obstruction. 


Examination ordinarily shows a slightly 
stooped patient who has lost some weight. 
In chronic ileitis, a mass may be made out 
in the right lower quadrant. With colon 
involvement, there is tenderness along its 
entire course. The sigmoid is usually spas- 
tic and easily felt. Rectal examination 
with the finger gives considerable infor- 

















The lowest loop of ileum demonstrates narrow- 
ing and stiffness typical of the “string sign.” 


mation, especially in rectal involvement. 
The rectal sphincter is contracted and 
spastic and there may be considerable 
pain on introducing the finger through the 
contracted area. One may feel a slightly 
granular sensation on palpation of the rec- 
tal mucosa. 


Sigmoidoscopic examination is impera- 
tive in every case. In acute cases one may 
see only an edematous reddened mucosa. 
Shallow ulcers often punctate, may be 
present and often confluent. In the chronic 
stage the shallow ulcers have irregular 
borders, and the mucosa has a bluish tint. 
Nodular hyperplastic types give the ap- 
pearance of granulation tissue separated 
by fibrous bands and polypoid islands may 
be seen. During the healing stage, the 
nodules become fewer and the intestinal 
folds more visible. 


X-ray examination of an opaque meal 
by mouth and also of a contrast enema 
give valuable information. Plates taken 
three, six and eight hours after barium 
by mouth will disclose the loops and coils 
of ilium. If ulceration is present in this 
portion, the typical Kantor “string sign” 
will be present. The bowel appears as a 
stiff tube with all markings gone. Upon 
evacuation of the barium, a contrast ene- 
ma should be given after the patient has 
been properly prepared. In the catarrhal 
stage, the longitudinal folds disappear and 
the transverse folds become more promi- 
nent. During the ulcerative stage, the bow- 
el appears as a rigid hose, the haustra- 
tions are absent and the bowel is narrowed 
and shortened. However, at times the 
shadow has a feathery appearance. When 
only one or two ulcers are situated in the 
bowel, one may not be able to demonstrate 
the lesion by the usual technique of ba- 
rium enema. It then becomes necessary to 
fill the bowel with a thin solution of ba- 
rium or other opaque substances, let the 
patient expel same, and then inflate air 
into the colon under the fluoroscope. This 
method gives a beautiful mucosal pattern 
and ulcers which are indistinguishable 
otherwise, are brought out with greater 
intensity. Pressure against the abdominal 
wall thins out the barium mixture and 
brings into prominence the mucosal folds 
and leaves the crater of the ulcer filled 
with barium. 








In the differential diagnosis one should 
consider: 

1. Appendicitis. 

2. Ruptured viscus. 

3. Ameobic dysentery. 

4. Cancer of the pancreas. 

5. Acute pancreatitis. 

6. Cancer of the colon. 
Pellagra. 


=~] 


Other diseases which should be differen- 
tiated are: giardia flagellate diarrhea, hy- 
perthyroidism with diarrhea, achylia 
gastrica, tuberculosis of the bowel, acute 
bacillary dysentery and typhoid fever. 

lleitis, in its fulminating attack, may 
simulate appendicitis, and can only be dif- 
ferentiated at operation. Appendicitis may 
at times cause a diarrhea, and in these 
types it is exceedingly difficult. 

A ruptured viscus may simulate an at- 
tack of fulminating transverse ulcerative 
colitis. Severe ulcerations in the trans- 
verse colon may cause a rapid running 
pulse, extreme distention of the abdomen, 
cyanosis, profuse perspiration and shock. 
Blood in the bowel movements and sig- 
moidoscopic examination and x-ray will 
usually clear up the diagnosis. 

The search for amoeba either in the en- 
cysted or motile forms, is imperative in 
every case of ulcerative colitis. This can 
best be done by taking a specimen from 
the crater of the ulcers through the sig- 
moidoscope. 

Cancer of the pancreas may cause diar- 
rhea, but usually there is no blood in the 
stools and a microscopical stool analysis 
shows undigested oil and meat fibers. 

Acute pancreatitis simulates at times 
severe ulcerations of the transverse colon. 
The board-like rigidity of acute pancreati- 
tis, pain referred to the back and the nega- 
tive stool findings serve sufficiently in the 
differentiation. 

Cancer of the colon may cause diarrhea 
with blood and pus and it is only through 
x-ray that the diagnosis is possible. 


Complications of ulcerative colitis are 
sometimes many. I shall discuss only two, 
namely, carcinoma and pyodermia gan- 
grenosa. Probably through irritation, car- 
cinoma is a frequent complication during 
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a chronic course of ulcerative colitis, af- 
fecting chiefly, sigmoid, hepatic flexure, 
spleenic flexure in the order named. 

Pyodermia gangrenosa is a skin lesion 
characterized by crater-like ulcers, situat- 
ed on any portion of the body, which 
spread peripherally with an indurated 
erythematous border. This advancing bor- 
der is followed by a bullous eruption, in 
turn becoming necrotic and purulent. It 
does not invade muscle tissue. The cause 
of this complication is said to be due to 
the streptococcus hemolyticus and staphy- 
lococcus living in symbiosis. 

The prognosis of severe ulcerative coli- 
tis and ileitis combined is bad. Ambulant 
types give a better outlook but have ten- 
dencies to relapse. There are intervals in 
which the patient appears to be complete- 
ly recovered but acute exacerbations are 
the rule. 


Treatment of light forms of proctitis and 
sigmoiditis consists of local applications 
through the sigmoidoscope, soft diet, high 
vitamins and rest. Fulminating attacks are 
treated with Bargen’s diplo-streptococci 
serum, anti-dysentery serum, typhoid vac- 
cine intravenously, soft nourishing high 
vitamin diets, belladonna and opium for 
relief of pain, injection of oxygen per rec- 
tum and enemas of antiseptic solutions. 


In severe chronic forms, appendicosto- 
my may be done with continuous irriga- 
tions of the colon. In combined ilio-colitis 
with stenosis, the choice of operation is 
resection of the diseased bowel. Colostomy 
should become a life saving measure and 
should never be done except in this emer- 
gency. Patients with chronic ulcerative 
colitis with colostomy almost never re- 
cover. When such an operation has been 
performed and all hope of recovery gone 
colectomy is probably the operation of 
choice. 


I wish to present a case of combined 
ilio-colitis. A brief summary of his symp- 
toms is as follows: 


Generalized abdominal cramps for six 
months, starting with an attack of influen- 
za. He had two to three soup-like bowel 
movements a day. The pain was cramp- 
like in character and situated over the 
right lower quadrant of the abdomen. He 
did, however, have slight tenesmus at 














JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 283 


Examination disclosed a slightly 


stool. 
stooped thin male about thirty-five years 
of age. The examination was essentially 
negative save for fever of 101, right sided 
abdominal rigidity and tenderness. No 
amoebae were found in the stools but fe- 
cal analysis disclosed occult blood. 


The exact diagnosis, however, was made 
upon x-ray examination of the coils of the 
terminal ilium which displayed the typical 
Kantor “string sign.” 

He came to operation and eighteen 
inches of ilium, three inches of cecum to- 
gether with three inches of sigmoid were 
removed. An ilio-ascending colon anasto- 
mosis was done on the right side. A Miku- 
liez operation was done on the left, bring- 
ing both ends of the sigmoid to the abdom- 
inal wall making a temporary colostomy. 


Ten days later the Mikulicz clamp was 
placed in the colostomy wound and re- 
moved in about three days. A _ second 
operation was done in a month closing the 
colostomy. 

The patient went back to work in two 
months at hard manual labor and has been 
able to carry on his duties satisfactorily. 
He has from two to four bowel movements 
a day, has gained back his normal weight 
and is in apparently good health 

SUMMARY 


A case of the combined type of non- 
specific ulcerative colitis and ileitis is re- 
ported originating in the State of Oklaho- 
ma. The symptoms of ulcerative colitis 
or ileitis vary as to the location of the 


lesion. 


Epidemic Cerebrospinal Meningitis 


Ray H. Linpsey, M.D., G. L. Jonnson, M.D., anp W. P. GrREENtING, M.D. 
PAULS VALLEY 


During the first few months of 1936 we 
observed several cases of epidemic cere- 
brospinal meningitis at the State Training 
School at Pauls Valley and wish to report 
our findings with the hope that they may 
be of help to our colleagues. To simplify 
the discussion, we have prepared the ac- 
companying table of summary of the cases. 

EPIDEMIOLOGY 

It was interesting to note that no case 
of meningitis developed from exposure to 
another case. Boys exposed in the dormi- 
tories by vomitus, coughed droplets, etc., 
and attendants in the hospital during the 
period of acute illness never developed 
symptoms. Gracious and greatly appreciat- 
ed efforts were made by Dr. Beyer and 
Dr. Pearce of the State Health Depart- 
ment to isolate carriers, but due to the 
difficulty of culture control and the in- 
ability to culture all the boys at one time, 
we finally exercised only the ordinary 
precautions of exposure and found no in- 
crease in the spread of the disease. 


The presenting symptoms in these cases 


were striking both for the profound ill- 
ness of the patients from the onset and the 
absence of characteristic meningeal signs 
The third case was our only true picture 
of meningitis, only beacuse he was a son 
of one of the guards and the family would 
not consent to treatment early 


Headache was complained of in all but 
three cases, one mild infection and two 
boys in coma before they were reported 
sick. The wide variation in pulse and tem- 
perature seemed fairly constant in all 
cases and most of the boys had tempera- 
ture elevations less than one would ex- 
pect for their profound illness. 

Positive Kernig sign was present in only 
Number 3—the only late case in the group, 
but we found resistance to active nodding 
in all cases except Number 12, who was 
unresponsive when first examined. We 
would have the boys try to put their chins 
on their chests and invariably they would 
bring the chin down in short irregular 
jerks which we called a Kernig sign posi- 
tive to active motion. Skin rash in the 
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form of purpuric macules over the trunk 
and extremities was present in seven of 
the cases. The three patients with the most 


skin 
with 


severe 
courses 


involvement 
prolonged active toxemia. 


ran 


protracted 


One of these boys died five weeks after he 
had apparently recovered and was helping 
around the hospital; another complicated 





by panophthalmia and ending in blindness 
in one eye and partial blindness in the 
other eye, the third developed panoph- 
thalmia and secondary skin abscesses at 
sites of the purpura but eventually recov- 
ered after a second series of specific treat- 
ment after the seventh day of the disease. 

With exception of one mild case, the 





SUMMARY 


CHART 





Number bone 
1 Jan. 3, 1936 
2 Jan. 4, 1936 
3 Jan. 5, 1936 
4 Jan. 6, 1936 
4 Jan. 8, 1936 
6 Jan. 11, 1936 
7 Jan, 26, 1936 
8 Feb. 2, 1936 
i) Feb. 7, 1936 
10 Feb. 23, 1936 
11 Mar. 2, 1936 
12 May 3, 1936 


Prominent Symp- 
toms at Onset 


Temp. 100, pulse 
130. Headache se- 
vere. No menin- 
geal findings. 


Temp. 99, pulse 
120, sore throat 
and headache. 


pulse 
and 


Temp. 102, 
140. Kernig 
convulsions. 


Temp. 102, pulse 
138. Headache. 


Temp. 99, pulse 
120 No com- 
plaints. 


Temp. 100, pulse 
140. Headache. 


Temp. 99, pulse 
110. Slight head- 
ache. 

Temp. 100, pulse 


130. Headache. 


Temp. 102, pulse 
138. Headache 


Temp. 100, pulse 
128. Onset with 
chill, low  back- 
ache 

Temp. 100, pulse 


140. Headache. 


Coma. Temp. 103, 
pulse 160 (?). 


Course 


Rapid with 
death 12 
hours 


Rapid 


Rapid 


Rapid 
slow im- 
provement 


Moderate 


Rapid 
Toxemia 
continued 


Rapid 
death 
7 hours 


Rapid 


Moderate 


Rapid 


Rapid 


Rapid 

no change 
mental con- 
dition 6 
days 


Spinal Fluid Rash 


Cloudy 0 
increase 
pressure 


Clear to 0 
cloudy 
pressure 


Purulent 
great 
pressure 


Purulent 
14 days 


Clear first 0 
day, then 
cloudy 


Clear, much 
pressure 


Clear with 
moderate 
increase 
pressure 
Clear with 
great 
increase 
pressure 


Clear with 0 
great 

increase 

pressure 

Clear with 
great 
increase 
pressure 


Clear with 0 
great press 
increase 


First clear 
pressure 
normal, 
3 hours 
later cloudy 
increase 
pressure 


Treatment 


Antitoxin 1 
Serum 1 
Drainage 1 
Glucose 2 


Antitoxin 3 
Serum 5 

Drainage 3 
Glucose 2 
Glucose 3 
Antitoxin 2 
Serum 6 

Drainage 4 


Glucose 6 
Serum 7 
Antitoxin 5 
Drainage 10 


Antitoxin 1 
Serum 4 


|Glucose 0 


Antitoxin 5 
Serum 6 
Glucose 4 


Antitoxin 2 
Serum 1 
Glucose 2 


Antitoxin 2 
Serum 8 

Drainage 3 
Glucose 3 


Serum 4 
Antitoxin 2 


Glucose 2 


| Antitoxin 3 


Serum 7 
Glucose 3 
Drainage 3 
Serum 2 
Antitoxin 4 
Glucose 1 


Serum 9 


| Antitoxin 7 


Drainage 6 
Glucose 5 


Result 


Death 
12 hours 


Recovery 


Recovery 
deafness 


Recovery 
from acute 
Stage. 
Death 
February 28 
br. abscess 


Recovery 


Recovery 


| with partial 


loss vision 
from eye 
infection 
Death 

7 hours 


Recovery 


Recovery 


Recovery 


Recovery 


Recovery 
slight visual 
loss right 
eye from 
panophthal 

















JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 285 


course was very rapid with profound 
toxemia lasting from seven hours in one 
fatal case to six days in the last case. The 
two early fatal cases died of respiratory 
paralysis regardless of specific or support- 
ive measures and evidently during the 
height of the bacteremia. Every one of the 
patients showed signs of collapse during 
the first twelve hours—either cyanosis 
alone or with decidedly irregular respira- 
tions. 

The spinal fluid in ten cases was under 
increased pressure and either clear or 
slightly cloudy at the first puncture. In 
Number 4 the fluid remained thick and 
purulent for fourteen successive days and 
he developed a late secondary abscess and 
died. Every case was proven to be of men- 
ingococcic origin. 

There were two deaths in the acute 
stage of the disease, a mortality of 16.6 
per cent. One death from late abscess 
brought the final mortality to twenty-five 
per cent. 

The routine of treatment developed dur- 
ing the epidemic was the following: 


1. Diagnostic puncture, replacing fluid 
with antiserum. 

2. Intravenous glucose, 50 cc. of fifty 
per cent. 

3. Two hours later ten to twenty thous- 
and units antitoxin intravenously, 
and ten thousand units intramuscu- 
larly. 

4. Observation for next few hours. 
Stimulants, glucose or repeated 
spinal puncture used if general con- 
dition of the patient demanded other 
than watchful waiting. 

5. Temporary dehydration after first 
twelve hours. 

6. Specific treatment intraspinally re- 
peated from six to twelve hours after 
first puncture and antitoxin contin- 
ued intravenously and intramuscu- 
larly until all signs of acute bacte- 
remic stage of the disease had passed. 


Spinal drainages continued even 
after fluid normal in pressure if the 
patient had any elevation of temper- 
ature or suspicion of latent infection. 

In the first case of panophthalmia, since 
it developed relatively late in the course, 
we used only local measures in treating 


the eyes. After development of the second 
case, Dr. Greening heard this particular 
complication discussed in the Kansas City 
meeting and suggested further specific 
treatment because of the possibility of 
continuation of active blood stream in- 
fection. Remarkably, the eyes cleared in 
forty-eight hours after antitoxin was be- 
gun. 
CONCLUSIONS 
l. Cases of epidemic’ cerebrospinal 
meningitis in the last epidemic pre- 
sented few classical symptoms or 
findings at the onset. 
2. A practical way to demonstrate a 
mild Kernig sign is described. 

3. The early and liberal use of anti- 
toxin is efficacious in combatting the 
bacteremic stage of the disease, and 
possibly of great value in the treat- 
ment of late: complications such as 
ophthalmic infection as described. 

SS eee - 

Compression of Cauda Equina by Ligamentum 

Flavum 
Walter D. Abbott, Des Moines, IoIwa (Journal A 

M. A., June 20, 1936), cites a case of compression 
of the cauda equina by the ligamentum flavum in 
which there was persistence of root pain with a 
paucity of demonstrable objective changes. In the 
event of progression of symptoms, spinal mano- 
metric readings and injections of lipoiodine are 
justified to determine the existence of an under- 
lying pathologic process which may be removed 
before severe damage to the nerve roots has taken 
place. The case illustrates the role of antecedent 
trauma in which the ligamentum flavum was torn 
and, in the reparative process, scar tissue had 
caused a compression of the cord. One month after 
laminectomy was performed the patient stated that 
she was driving a car, walking one or two miles 
daily, had attended a dance without recurrence of 
pain, and to all appearances had recovered com- 
pletely. 





— ——O) — —_ —_ 
Antivenin 
Concurrent with the reports of more than six 
hundred persons being bitten by the “Black Widow 
Spider” with a mortality of forty, comes the an- 
nouncement that E. R. Squibb & Sons are now 
supplying Antivenin ‘(Anti-Black Widow Spider 
Serum). Widespread professional interest has been 
shown in methods of treating these bites, especially 
with the steady increase in the number of cases 
reported from southern, southwestern and western 
sections of the United States 
Antivenin is prepared by the hyperimmunization 
of sheep with repeated doses of venom from the 
black widow spider. The serum is standardized by 
determining its neutralizing effect when mixtures 
of it with venom are injected into young rats 
Clinical reports upon this important product as 
well as information as to dosage and administra- 
tion are contained in literature supplied by S. R 
Squbb & Sons upon request. 
Antevinin is available in ampuls of sufficient 
content to permit the withdrawal and administra- 
tion of ten cc, of the serum. 
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Care of the Premature Infant* 


A. L. SaALtomon, M.D. 
OKLAHOMA CITY 


Etiology: The causes of prematurity 
are many and varied, and may be roughly 
divided into two classes: 

1. Those conditions which might cause 
a premature expulsion of a normal baby 
Under this might be classed injuries, 
heavy lifting, physical exhaustion, emo- 
tional upsets, accidental or intentional 
rupture of membranes, and surgical pro- 
cedures not directed to the uterus itself 

2. Those conditions which react upon 
the fetus itself. Under this, falls ,the in- 
fections, either acute or chronic, or some 
condition, which through its debilitating 
effect on the mother, directly affects the 
nutrition and development of the fetus. 
According to many observers, syphilis is 
responsible for fully one-fourth the cases 
of prematurity. Chronic nephritis is a com- 
mon cause of spontaneous premature ex- 
pulsion of the fetus, and these premature 
babies of a chronic nephritic are usually 
weak babies, and the prognosis in these 
cases is always more grave. During the 
epidemic of influenza in 1918, there was a 
marked increase in premature births. Mul- 
tiple pregnancies result quite often in pre- 
mature birth, Hess stating that seventy 
per cent of twin pregnancies terminate 
prematurely. In quite a large percentage 
of premature births no cause can be de- 
termined. 


In the handling and care of the pre- 
mature baby, our first consideration 
should be the realization that we are deal- 
ing with an individual, all of whose bodily 
functions are under-developed. There is a 
poorly developed musculature; the osseous 
development is immature—the respiratory 
system shows an under-development al- 
most characteristic. This is due to the poor 
development of the respiratory muscles, 
and to the depressed and under-developed 
respiratory centers. Partial atelectasis is 
rather the rule in the premature. Imper- 

*Read before the Obstetric and Pediatric Section, Annual 


Meeting, Oklahoma State Medical Association, Enid, April 
7, 1936. 


fect oxygenation due to the weakened re- 
spiratory muscles and centers, and to the 
atelectasis, cause frequent cyanotic at- 
tacks. These are brought on by taking 
food, vomiting, or without apparent cause. 
There is a more rapid depletion of the 
hemoglobin following birth in the pre- 
mature than in the full term baby, though 
this might be one hundred or more at 
birth. 

One of the most prominent and consis- 
tent characteristics of prematurity, is the 
inability to maintain a regularity of the 
body temperature. There is a marked ten- 
tendency to subnormal temperatures, due 
to the small amount of subcutaneous fat, 
and the relatively large radiating surface. 
There is also a tendency to assume the 
temperature of the surrounding air, and 
hyperthermia may be easily produced by 
external application of heat. 

The premature is more susceptible to 
infections and a slight trauma may pro- 
duce a condition of serious consequence. 

This brief outline of conditions existing 
in the premature, leads us to our careful 
considerations in the immediate and later 
care of them. The prognosis of the ulti- 
mate outcome is one of difficulty though 
may be influenced by the following: 

1. The age in utero. The favorable out- 
come is directly in proportion to the 
age in utero. The small baby born at 
the eighth month certainly gives a 
more favorable prognosis than the 
larger one at seven months. 


2. The size, plus the information ob- 
tained as to intra-uterine age may in- 
fluence the prognosis, a more favor- 
able prognosis determined directly 
by the weight. 

3. Body temperature and its ease of 

maintenance is of prognostic value, 

those babies whose temperature re- 
mains within one or two degrees of 
normal, having a fair chance to live. 
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The chances decrease with the low- 
ering of the temperature. 


4. The general appearance of the baby 
is a reliable source of prognosis. The 
infant showing fair muscle develop- 
ment, skin elasticity, and a lusty cry, 
with fairly well developed suckling 
ability, certainly offers more hope 
than otherwise. 


MANAGEMENT AND CARE 


The prevention of prematurity is one of 
the obstetrician’s problems, and it is not 
the purpose of this paper to go into that. 
At best the percentage will not be low 
enough. There are a few thoughts that 
should be in the minds of the obstetrician, 
when he knows that he is dealing with a 
baby about to be borne prematurely. Ex- 
treme gentleness to reduce trauma, prepa- 
rations to avoid chilling and strict asepsis. 


The immediate care of the premature 
from a pediatric standpoint resolves itself 
into three main considerations. First, 
maintenance of body heat; second, asep- 
sis; and third, feeding. Nursing care may 
be added, as certainly no condition re- 
quires the careful and expert handling of 
a competent nurse more than the prema- 
ture infant. 


MAINTENANCE OF BODY HEAT 


No detail in the management of the pre- 
mature is as important as this. Loss of 
body heat should be minimized both at 
delivery and afterward. Warm sterile 
blankets, or cotton pads, should be imme- 
diately available and the baby delivered 
into this, while the later step of delivery, 
i. e., cutting the cord, is done, and this 
done as quickly as possible. Bathing and 
oil baths should be dispensed with for the 
first few hours until the body tempera- 
ture, which has been lowered during de- 
tivery, is brought up. A pre-heated crib 
should be in readiness, and the baby left 
absolutely quiet and undisturbed. This 
brings up the question of the best type of 
heated crib, or incubator to be used. I 
have found that the improvised incubator 
to be as efficient as those sold commer- 
cially. Primarily, they should provide suf- 
ficient external heat to keep the infant’s 
temperature constantly within normal 
range. A well padded basket and heated 


by hot water bags or electric bulbs, with a 


half of the opening of the basket covered 
with a blanket, makes an acceptable im- 
provised incubator. A thermometer should 
be suspended beneath the covering and 
the temperature maintained at a suffi- 
cient level to bring about a normal tem- 
perature in the infant. I know of no arbi- 
trary figure at which to set this—it may 
vary with the size and condition of the 
infant. Ordinarily ninety degrees or above 
is needed. Over-heating, provided proper 
humidity is maintained, is not often in- 
jurious. Once the infant is placed in this 
crib, whether it be the improvised or com- 
mercial incubator, handling should be re- 
duced to the absolute minimum, only be- 
ing disturbed for those things which are 
absolute essentials. This will minimize 
temperature fluctuations, and there will be 
less vomiting. The length of time the baby 
should be kept under these conditions will 
depend entirely on the progress, the tem- 
perature being reduced as the develop- 
ment of the baby shows that it is able to 
maintain its own body temperature. 


ASEPSIS 


As has been pointed out, the premature 
is much more susceptible to infections 
than the mature infant, and the strictest 
aseptic precautions should be taken. The 
hands of the attendant should be asepticly 
washed, masks should be worn, gowns 
should cover the ordinary clothes, and 
above all, visitors should be prohibited 
from the room or nursery. 

FEEDING 

The feeding of the premature infant 
presents a problem that is a perplexing 
one, and one which might present many 
difficulties. Not alone in the selection and 
adaptation of a suitable food, do many 
problems arise that might cause concern 
as to the ultimate outcome, but also to 
arrive at a manner in which the food 
might be given, so as to put the least 
physical strain on a constitution which at 
best, is at a low ebb. While practically all 
the digestive ferments are present in near- 
ly normal amounts in the alimentary tract 
of the premature infant, the intestinal 
tract is more inert. The aim of the physi- 
cian then resolves itself into the following 
factors: to prevent as nearly as possible 
a loss of weight; to prevent vomiting, and 
to provide a suitable food in such amounts 
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and intervals as to bring about a gain in 
weight without gastro-intestinal distur- 
bances. Whereas in the normal full term 
baby weighing six to seven pounds, an in- 
itial loss of several ounces is of no great 
concern, yet the same loss in the prema- 
ture presents a percentage loss, which as- 
sumes grave proportions. To prevent the 
initial loss of weight, fluids should be 
given early, preferably four to six hours 
after birth. I can not see the advisability 
of waiting twelve to eighteen hours before 
administering fluids. 

The manner of giving the foods is one 
of extreme importance. Bearing in mind 
the generally weakened condition of the 
premature, it should be our idea to con- 
serve energy in every manner possible. 
Considerable energy is expended in suck- 
ling, especially since all the muscles which 
might be brought into play, are poorly de- 
veloped. I have found that tube feeding, 
by means of a catheter, either through 
the nose or mouth, has resulted in such 
good, that I, personally, feed all premature 
babies in this manner, during the first few 
days. The length of time that this should 
be continued, will depend entirely on the 
progress of the infant. With a competent, 
careful nurse this might be kept up for 
quite a while, with no apparent ill effect 
on the baby. The attendant, or nurse, ad- 
ministering food in this manner, must 
necessarily be experienced and one whose 
judgment is sound. Care must be exer- 
cised to prevent trauma, using first one 
nostril and then the other in the event 
that nasal gavage is used, and then at 
other times putting the tube through the 
mouth. The distance which the tube is to be 
inserted should be measured, and marked 
indelibly on the catheter. This distance is 
obtained by placing the distal end of the 
catheter at the tip of the ensiform carti- 
lage and measuring to the tip of the nose, 
this measurement to be used in nasal 
feedings. A second measurement, the same 
except for marking the tube at the level 
of the lower lip, to be used for gavage 
through the mouth. In this way, the possi- 
bility of getting the tube too far into the 
stomach, thereby traumatizing the deli- 
cate stomach membrane, is avoided. 


As the baby progresses, the manner of 
feeding may be stepped up, as it were, 
with an idea of developing the suckling 


muscles. Following the tube feedings, the 
ordinary medicine dropper may be used, 
watching closely the baby’s attempt to 
suckle. When this occurs, the Breck feeder, 
being a hollow tube fitted at one end with 
a bulb, and a nipple at the other, is used. 
Pressure may be made sufficient to force 
the fluid through the nipple. After a few 
days of this, we find that the infant can 
be on its own, and taking food satisfac- 
torily from the bottle. If in the change 
from one step to another, vomiting should 
occur, and should persist for a few feed- 
ings, then it is best to go back to the meth- 
od previously used. While I have no sta- 
tistics available, I am quite positively con- 
vinced, since making this a routine matter 
in the manner of feeding these premature 
babies, that our digestive disturbances 
have been less, gains in weight have been 
more consistent, and in general there has 
been a more rapid progress past those first 
few trying days in the lives of these pre- 
maturely borne babies. 
FEEDING INTERVALS 

I do not believe it possible to arbitrarily 
set down the intervals at which the pre- 
mature baby should be fed. This will de- 
pend largely on the judgment of the at- 
tendant. Ordinarily the short feeding in- 
tervals—one or two hours—is not desir- 
able. It entails too much handling and too 
frequent disturbance of the _ delicate 
mucous membranes. There are very few 
prematures which do not progress more 
satisfactorily on the four hour interval, up 
to such a time as bottle feedings are in- 
stituted and then at three hour intervals. 

The food requirements of the small baby 
are much higher per pound body weight 
than the larger mature baby. Whereas a 
full term baby may gain on sixty io 
seventy calories per pound body weight, 
frequently the premature will not gain 
until calories are supplied totalling seven- 
ty-five to eighty. The amount to be given 
will depend on the size, kind of food given, 
the intervals between feeding, and above 
all, it will be governed by close observa- 
tion. 

FOOD 

In the selection of food for the prema- 
ture there can be but one answer ito the 
question—all others are but at best, poor 
substitutes. The one food so highly desir- 
able that it behooves the attending physi- 
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cian to go to any amount of trouble to ob- 
tain it, is breast milk. In the case of insti- 
tutionally delivered babies, this can usual- 
ly be done. It is quite often possible to 
obtain breast milk from some mother 
successfully nursing her own baby. This 
may be done, considering the small 
amount needed for the premature, and the 
fact that careful emptying of the breasts, 
either by manual expression or breast 
pump, promotes a more generous milk 
supply. The electric breast pump, in the 
hands of a careful operator, has proven 
most efficient. Diligent search for suitable 
breast milk should be instituted at the 
birth of the premature. It should be borne 
in mind that the probabilities of the 
mother nursing the premature baby are 
greatly against it, the very condition 
causing the prematurity, affecting, to a 
great degree, the liklihood of her being 
able to nurse the baby. 


Nervous and Mental 


JULIAN 


Nervous and mental problems in obstet- 
rics are many and varied. In literature 
there are so many theories and ideas that 
it becomes a matter of personal opinion 
and individual experience. 

The uterus and the reproductive organs 
have a very rich nerve supply coming 
from both the sympathetic and cerebro- 
spinal systems. The motor fibers are de- 
rived from the sympathetic, arising from 
the aortic plexus with fibers from ihe 
renal and genital plexuses, forming a 
ganglion just above the promontory of the 
sacrum near the bifurcation of the aorta. 
The nerves pass on either side of the rec- 
tum to the uterus to form the great cervi- 
cal ganglion. The cerebrospinal nerve 
fibers come from the pneumogastric, 
phrenic, and splanchnic nerves and follow 
the same course with the sympathetic. 

*Read before the Obstetric and Pediatric Section, Annual 


Meeting, Oklahoma State Medical Association, Enid, April 


36. 


O 


Should breast milk not be obtainable, 
then of course artificial feeding must be 
our last resort. The matter of selection 
then resolves itself into that food with 
which the attendant is most familiar 
There are on the market, numbers of pro- 
prietary foods, all of which have proven 
valuable in the hands of different pedia- 
milk, water and 
sugar mixtures have been used success- 
fully; accidulated milk has been advo- 
cated by others: and the various dried 
milk mixtures have, likewise, produced 
good results. 


tricians. The ordinary 


Hence, I am convinced that best results 
are obtained by the use of that prepara- 
tion with which the pediatrician or phy- 
sician is most familiar. 


BIBLIOGRAPHY 


Problems in Obstetrics* 


FEII 
ENID 


p, M.D 


Their function is not definitely known, but 


it is evident that there is a very close 
nerve connection between the .uterus, 
stomach and heart. The sensory fibers 


come from the sacral nerves and are also 
distributed by the 
glion. As proof, labor may be made pain- 


great cervical gan- 
less by low spinal anesthesia, and in cases 


of severe injury to the cauda equina 
There is another ganglion on the posterio1 
wall of the cervix. During pregnancy the 
great cervical ganglion grows from a small 
triangular mass one-half inch by three- 
fourths inch to a mass one and one-half 
inches wide by two inches long. That there 
are independent nerve centers probably 
similar to the nerve and muscle bundles 
in the heart is proven by the fact that the 


uterus can contract outside the body 

The most common and perplexing ner- 
vous problem in pregnancy is nausea and 
vomiting, and many theories have been 
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evolved to explain it. De Lee divides it 
into four types: 


1. Causes other than pregnancy, i. e., 
appendicitis, gall stone, etc. 

2. Reflex. 

3. Nervous, as brain tumor, meningitis, 
psychosis. 

4. Toxic. 


Since we are considering nervous and 
mental, we will only discuss reflex and 
nervous. It should not be difficult after re- 
viewing the nerve supply to attribute to 
it unconditioned reflex. The ganglion and 
nerves being pressed upon and stretched 
by the growing uterus could transmit this 
irritation to the stomach and heart 
through the pneumogastric, phrenic and 
splanchnic nerves. As proof of the reflex 
cause of vomiting, it has been cured by re- 
placing a retroverted uterus or by counter 
irritation with silver nitrate or even by 
dilatation of the cervix. However, most 
that were thought to be reflex have been 
proven to be toxic or psychic. Reflex neu- 
rosis explains very few. However, vomit- 
ing of pregnancy has occurred in lower 
animals. 


That there is a psychic side to the ner- 
vous and mental problems of pregnancy, 
cannot be denied. There are many in- 
stances in the practice of everyone doing 
obstetrics, of psychic disturbance causing 
vomiting and when removed, a cure is ef- 
fected. I have in mind a highly neurotic 
woman who when first seen was two 
months pregnant and had been vomiting 
for two weeks. She was losing weight and 
unable to retain anything. I put her to bed 
in the hospital, darkened the room, gave 
her glucose and sodium amytal per rec- 
tum. Soon she was eating and doing well, 
when she received a message that her 
brother had been injured in an automobile 
accident, and her vomiting promptly re- 
turned and it was several days before she 
could eat again. About ten days later she 
was well and ready to go home, when an- 
other message said that the brother must 
have an operation on his head, and again 
the vomiting returned and was not con- 
trolled until word came that the brother 
was recovering. She was eventually de- 
livered of a husky male infant. 


The result of psycho-analysis on these 


patients reveals many and varied causes 
That women have been told since 
early childhood that vomiting is a symp- 
tom of pregnancy; or, to show the husband 
the suffering a woman must endure, or be- 
cause of an aversion to the husband or his 
religion, a subconscious aversion to preg- 
nancy with vomiting, the subconscious at- 
tempt to abort. The aversion may be due 
to a childhood impression or to an unwill- 
ingness to assume the responsibilities of 
motherhood, or to hamper her social activ- 
ities; to having another to feed or educate, 
and myriads of other causes. In normal 
cases, the adjustment is made by the third 
or fourth month and vomiting ceases. 
Temperament of the individual has an im- 
portant bearing. Many more cases of vom- 
iting are reported from the United States 
and France than from England or Ger- 
many, and in most instances the worst 
cases are in neurotic and neurasthenic in- 
dividuals. It has been thought by some 
that reflex through the sympathetic ner- 
vous system alters the secretion of the 
ductless glands and organs of digestion, 
producing toxins and thereby causing 
vomiting. 

Other nervous manifestations, as change 
of disposition, insomnia, paresthesia and 
hyperesthesia, jealousy, alterations of 
special senses, etc., are the result of the 
stress of pregnancy on an unstable ner- 
vous system. Much depends on _ the 
woman’s mental attitude, whether the 
pregnancy is welcomed, or considered a 
danger or hazard. Fainting spells also oc- 
cur which are unexplainable, except as a 
reflex through the sympathetic nerves, 
causing a dilatation of the abdominal 
blood vessels. 


At the other end of pregnancy, there 
are many more and equally serious ner- 
vous and mental problems. Sudden death 
following delivery has occurred with no 
other cause than mental impression, or 
shock. Because of intense pain of labor 
some cases have gone into shock and died. 
A case is on record in France of a woman 
who was told by a fortune teller that she 
would die, and did die immediately fol- 
lowing delivery. The Bible in the first 
Book of Samuel says that Eli’s daughter, 
learning that her husband and father-in- 
law had been killed and the Ark of God 
taken, went into labor and died. Puerperal 
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insanity is not an uncommon condition— 
asylum statistics show eight to ten per 
cent of female inmates are affected at 
this time. It usually follows a difficult 
delivery, or infection, either of the genital 
tract or breasts, and is sometimes called 
lactation insanity. It may be precipitated 
by the death of the child, or husband, but 
there is usually a bad heredity. Melan- 
cholia with suicidal tendency is the most 
common form, but mania with infanticide 
tendencies occur. Recovery usually takes 
place in from six weeks to six months. 


Many minor nervous and mental prob- 
lems occur, such as paralysis resulting 
from injury to the sacral nerves during 
instrumental delivery and involvement 
from infections in the pelvis. Increased 
excitability as manifested by acuteness of 
special senses and anxiety over inconse- 
quential matters. The success of lactation 
also is dependent on the mental attitude 
of the patient and the reflex stimulation 
produced by the suckling. 

The experiments and_ conclusions 
briefly reviewed may provide an explana- 
tion for many pathological and thera- 
peutic phenomena. In addition to the di- 
rect unconditioned reflexes which act on 
the various organs, the action of innum- 
erable conditioned reflexes must always 
be borne in mind. Any form of treatment 
that is at all protracted is followed by the 
development of conditioned reflexes. This 
explains why, in addition to the details of 
treatment, the influence of the personality 
of the physician on the patient is fre- 
quently of extraordinary importance in 
the outcome of a disease. 

0 
International Assembly Will Be Held in October 


The International Assembly of the Inter-State 
Post-Graduate Medical Association of North 
America, under the presidency of Dr. David Ries- 
man of Philadelphia, Pennsylvania, will be held 
in the public auditorium of St. Paul, Minnesota, 
October 12, 13, 14, 15 and 16 with pre-assembly 
clinics Saturday, October 10, and post-assembly 
clinics Saturday, October 17, in the hospitals of 
St. Paul 

The aim of the program committee with Dr. 
George Crile as chairman, is to provide for the 
medical profession of North America an intensive 
post-graduate course covering the various branches 
of medical science. The program has been carefully 
arranged to meet the demands of the general 
practitioner, as well as the specialist. Extreme care 
has been given in the selection of the contributors 
and the subjects of their contributions 

In cooperation with the Minnesota State Medical 
Association, the Ramsey County Medical Society 


will be host to the Assembly and has arranged an 
excellent list of committees who will function 
throughout the Assembly. 

A most hearty invitation is extended to all mem- 
bers of the profession who are in good standing 
in their State or Provincal Societies to be present 
and enjoy the hospitality of the medical profession 
of St. Paul. A registration fee of $5.00 will admit 
each member of the medical profession in good 
standing to all the scientific and clinical sessions 


A list of the distinguished teachers and clinicians 
who will take part on the program will appear in 
the September issue of this Journal 

Special railroad rates will be in effect 


For further information write Dr. W. B. Peck 
Managing Director, Freeport, Illinois 


{> 
The Problem of Cancer of the Pancreas 


Howard M. Clute, Boston (Journal A. M. A., 
July 11, 1936), presents a review from the litera- 
ture and from personal experience of the symp- 
tomatology, and especially the early sypmtoma- 
tology, of cancer of the pancreas, and discusses 
the problems that are involved in the surgical at- 
tack on this lesion. He hopes that, by directing 
the attention of the present group of surgeons to 
the problem of cancer of the pancreas, further 
progress in the management of this disease will 
be made. Surprisingly few reports are to be found 
in the literature of successful removal of malignant 
tumors of the body or tail of the pancreas in the 
hundred years since Mondiere first described can- 
cer of the pancreas. Recent interest in the surgi- 
cal treatment of pancreatic tumors has been so 
stimulated by the results obtained by resection of 
the pancreas or of islet tumors for hyper- 
insulinism that an increase in the number of pan- 
creatic cancers attacked surgically may be antici- 
pated. Wider study of the early symptoms of pan- 
creatic cancer will give increasing opportunity for 
the application of surgical and radiologic measures 
to the pancreas. The pancreas is no longer in the 
realm of the surgically ‘untouchables” and can 
readily be approached by surgeons well trained in 
the management of serious abdominal diseases 


{> 
Viability of Bacterium Tularense in Human Tissues 


Lee Foshay, Cincinnati, and O. B. Mayer, Colum- 
bia, S. C. (Journal A. M. A., June 20, 1936), report 
the case of a patient with the ulcero-glandular 
form of tularemia, treated by antiserum, who de- 
veloped tularemic infection of the olecranon bursa 
three months after onset of the disease and one 
month after cessation of disability. No constitu- 
tional symptoms accompanied the bursitis. Region- 
al symptoms and signs, and the cellular reaction 
within the bursal fluid, indicated a mild subacut« 
or chronic infectious process. Viable virulent, Bac- 
terium tularense was obtained from the fltid by 
direct cultures and by animal inoculations four® 
months and five months after the onset of the ill- 
ness, corresponding to the second and third months 
after cessation of all disability. Bacterium tularense 
was seen in stained smears of one specimen 
of the fluid. Bacterium tularene can survive in 
tissues of recovered patients for long periods. The 
ultimate outcome of these bacterial seclusions 
seems to depend on the solidity of the established 
bacteriostatic equilibrium. Tularemic infection is 
a distinct danger to hearts with pre-existing vas- 
cular disease. The authors know of four patient 
who have died abruptly following sudden severe 
substernal or precordial pain during convalescence 
from tularemia. Only one had had symptoms ol 
angina prior to tularemic infection 








HEALTH EDUCATION 


The following resolution, adopted by the Joint 
Committee on Health Problems in Education of the 
National Education Association and the American 
Medical Association, seems to be of sufficient im- 
portance that it will be well to bring it to the 
attention of the doctors of Oklahoma and all kinds 
of societies who are interested in health education 
If this resolution can be brought to the attention 
of the school boards in various localities we believe 
it would be instrumental in improving health con- 
ditions for school children. 


RESOLUTION 

WHEREAS, At the annual meeting of the Joint 
Committee on Health Problems in Education of the 
National Education Association and the American 
Medical Association held at St. Louis, Mo., Febru- 
ary 25, 1936, a presentation was made by Major 
Joel I. Connolly, of the Chicago Board of Health, 
relating to possible health hazards in apparently 
modern plumbing installations in public buildings, 
and 

WHEREAS, It was manifest in the said presen- 
tation that plumbing fixtures which have been 
generally regarded as safe and sanitary in design 
may in fact constitute a real and serious health 
hazard by reason of the danger of back siphonage 
and contamination of water supply mains, and 

WHEREAS, The probability exists that such 
apparently modern, safe and sanitary plumbing 
installations may exist in numerous school build- 
ings in the United States, and 

WHEREAS, The existence of such apparently 
safe, modern and sanitary plumbing installations 
and reliance upon them brings about a sense of 
false security, therefore, be it 

RESOLVED, By the Joint Committee on Health 
Problems in Education of the National Education 
Association and the American Medical Association 
that this Committee apprehends the possibility of 
danger to the health of school children from ap- 
parently safe, modern and sanitary plumbing in- 
stallations in school buildings, and be it further 

RESOLVED, That the said Joint Committee 
earnestly recommends to all school boards and 
school executives that surveys be instituted by 
competent engineers to ascertain whether or not 
the danger of back siphonage and consequent 
pollution of water supply mains exist in plumbing 
installations within their jurisdictions, and that 
such surveys be followed by prompt corrective 
measures, and be it further 

RESOLVED, That these resolutions be offered 
for publication to all journals dealing with public 
health, health education and general education. 

o— 

Industrial Accident Boards Convention in Topeka 


Thé International Association of Industrial Acci- 
dent Boards and Commissions will hold its twenty- 
third annual convention in Topeka, Kansas, Sep- 
tember 21 to 24, inclusive. G. Clay Baker, the Kan- 
sas Commissioner of Workmen's Compensation, is 
president of the Association. The convention is 
always held in the state where the president re- 
sides. The membership of the Association is com- 
posed of administrators of compensation laws 
throughout the states and territories of the United 
States, and the provinces of Canada. In addition 
to the membership that will be in attendance there 
will be numbers of those interested in industrial 
accidents from various angles, safety-insurance 
and medical. 

It has been the custom of the Association to de- 
vote practically a day of its four day session to 
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phases of medical problems as applied to work- 


men’s compensation. The program contemplates 


this on Tuesday, September 22, when there will be 
discussed such subjects as “Injection Method 
Treatment of Hernia;” “Effect of Trauma in 
Lighting up T.B.;” “Measurement of Schedule In- 
juries under the Various Acts;” “Rating of Eye 
Disabilities.” 


In addition to the Tuesday medical program 
the Association will for the first time have a sepa- 
rate and distinct medical section for the doctors 
themselves. This will take place on Wednesday 
and will deal with a number of technical medical 
subjects with relationship to workmen’s compensa- 
tion. A number of doctors from over the United 
States will be here as well as local doctors to deal 
with and discuss some of these subjects. 


Under the program of the Association the chair- 
man of the Association’s Medical Committee, and 
which committee sets up the medical program, is 
a doctor from the state where the convention is be- 
ing heid. Dr. J. F. Hassig of the Kansas Medical 
Society is chairman of the committee this year 
The other members of the committee are: 


Dr. Francis D. Donoghue, Massachusetts. 
Dr. D. E. Bell, Ontario. 

Dr. James D. Donoghue, Connecticut. 
Dr. H. H. Dorr, Ohio. 

Dr. L. K. Ferguson, Pennsylvania. 

Dr. George J. Mohler, New York. 

Dr. R. R. Sayers, District of Columbia. 
Dr. Phillip H. Kreuscher, Illinois. 

Dr. Walter L. Small, Missouri. 


Mr. Baker, president of the Association, had this 
to say: “Members of the medical profession in- 
terested in the treatment of industrial accident 
cases and workmen’s compensation are invited to 
attend particularly the Tuesday and Wednesday 
sessions of the convention. I feel that the medical 
profession plays a major part in dealing with the 
problem of compensation administration. In line 
with this the Association is this year extending 
the medical part of its program. It is impossible 
for the commissioners themselves to spend more 
than one of the four days on medical problems 
The second day of medical sessions will be de- 
voted to the doctors themselves in a separate meet- 
ing from the commissioners. I hope that those 
doctors dealing with these problems will avail 
themselves of the opportunity being offered. The 
opportunity to discuss these medical problems in 
meeting and individually with other doctors 
specializing in this work and meeting with admin- 
istrators should, it seems to me, make it worth the 
spending of these two days in Topeka.” 

~- ——— — 


The Bone Marrow 


R. H. Jaffe, Chicago (Journal A. M. A., July 11, 
1936), asserts that the improvement in the technic 
of biopsies of the bone marrow has added a valu- 
able method to the diagnostic laboratory pro- 
cedures to which the clinician can resort in the 
cases in which the examination of the peripheral 
blood fails to give definite information. The im- 
portance of the examination of the bone marrow 
in vivo becomes evident if one considers the fact 
the circulating blood does not always reflect the 
condition of the bone marrow. Great differences 
exist sometimes between the cellular content ol 
the blood and that of the bone marrow which may 
be the source of diagnostic errors. Since the biopsy 
of the bone marrow is expected to become widely 
used in clinical medicine, he presents a brief dis- 
cussion of the normal bone marrow and of the 
changes that are observed in some of the im- 
portant disturbances of blood formation. 
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EDITORIAL 





ADVERTISING UNPROVED PRODUCTS 
CREATES DANGEROUS SITUATION 


Ev1 Litty AND COMPANY 
INDIANAPOLIS, U. S. A. 


July 2, 1936. 


Journal Oklahoma State 
Medical Association 

Dr. L. S. Willour, Editor 
McAlester, Oklahoma 


Dear Dr. Willour: 


As an advertiser in your Journal, we 
wish to acknowledge your excellent 
editorial of June 1936 entitled PAT- 
RONIZE OUR ADVERTISERS. Edi- 


torial co-operation of this sort is help- 


ful and appreciated by those who 
occupy your advertising pages. 


Very tru ly yours, 


ELI LILLY AND COMPANY 
John S. Wright, Director 
Advertising Department 


JSW-M 


The above letter would indicate that the 
efforts of your Editor, to advance through 
our advertising space the standard of 
remedies used in the prevention and treat- 
ment of disease, are appreciated by the 
pharmaceutical houses that manufacture 
this character of products. 


In looking over the advertising in some 
of these “throw away” medical publica- 
tions we find all sorts of claims as to their 
virtues. Here we see the ethical, approved 
product and the unethical, quack product 
side by side, with no way of discriminat- 
ing between the good and the bad and no 
one to vouch for the truthfulness of the 
claims made by the advertiser. It is im- 
possible for any physician to give the time 
necessary to investigate each product in 
the advertising columns of these “near” 
Journals, the claims attract the attention 
of all readers and the authenticity of the 
claim is not always carefully considered 
and this makes a dangerous situation. 


BE SMART! Do not fall for these un- 
proven products; accept as fact only the 
advertising that appears in Journals 
where the honesty of the manufacturers 
and the truth of the claims have been 
thoroughly investigated before being pre- 
sented to the profession. 


Your Journal is that sort of a publica- 
tion. 


oe) 


PROPOSED LEGISLATIVE PROGRAM 


The following letter has been sent to the Presi- 
dent and Secretary of each County Medical Socie- 
ty and is published for the information of the 
membership 


July 20, 1936 


TO THE MEDICAL PROFESSION OF 
OKLAHOMA 


As Chairman of the Legislative Committee, after 
many conferences with the Committee and the 
Council as a whole and much labor by the official 
attorney of the Association, Mr. J. Berry King, we 
have proposed a Medical Practice Act and have 
sent it to the American Medical Association fo1 
scrutiny and corrections. They still have this 
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article and have not completed their comments and 
suggestions on it. 


So that you might be able to go to your candi- 
dates for the Legislature and the Senate with 
something definite, you may advise them that we 
propose to change the Medical Practice Act so 
that it will do away with corporation practice, just 
as the lawyers have seen fit to do in their good 
Legal Practice Act as well as the Dentists in their 
practice act that was passed last year. 

We propose to have this act so that a layman 
will not be able to promote the medical profession 
out of a cut by the promotion of groups manned 
and controlled by lay citizens. We propose to elimi- 
nate groups who are preying upon the different 
doctors by hiring them for a nominal sum, there- 
by letting the head of the concern get the main 
income of his labor. 

We propose to introduce legislation to make it 
mandatory for all car owners to protect the public, 
and more especially the people in the hospital, 
from wrecks caused by that car. 

We propose to try and get medical legislation 
passed to keep medical practice in the hands of the 
profession. In other words, Examining Boards and 
all important appointive positions to be recom- 
mended by organized medicine, so that the gov- 
ernor who knows nothing about the profession will 
be prevented from backing a medical man from 
among his strongest supporters. That being often- 
times his main qualifications. 

We also propose to introduce a Basic Science 
Law separately from the Medical Practice Act. 
We believe that the Basic Science Law needs no 
explanation. 

We sincerely hope, with a united front from the 
Medical Profession, to get all articles referred to 
above incorporated in our state laws at the very 
next session of the legislature. 

As soon as our different bills, that is the Medical 
Practice Act and the Basic Science Law, are com- 
pleted we will send each component Medical Socie- 
ty a copy of the proposed bills so that they may 
have time for scrutiny and any suggestions they 
may wish to submit to the Committee and Council. 


This is our fight and it cannot be won without 
the unanimous support of all organized medicine, 
dentists, nurses and druggists in the state. 


Among the most important features of the fight 
is that each County Society immediately raise 
their allotment as was directed by the Council 
following the action of the House of Delegates. 
Your immediate response with the quota from 
your County Society is imperative. 

H. K. Speed, M.D., Chairman, 

McLain Rogers, M.D., Member, 

C. B. Barker, M.D., Member. 
— — a —O — —— - a 





Editorial Notes—Personal and General 





DR. J. SAMUEL BINKLEY, formerly associated 
with the Memorial Hospital of New York City, (for 
the treatment of cancer and allied diseases), has 
returned to Oklahoma. His practice will be limited 
to general surgery and the diagnosis and manage- 
ment of neoplastic diseases, with offices at 805 
Medical Arts Building, Oklahoma City. 


DR. A. J. WELLS, Calera, was named President 
of the Southeastern Oklahoma Medical Associa- 
tion when that organization met in July at Poteau 


DR. J. A. HAYNIE, Durant, who has served as 
secretary for the past fifteen years was re-elected 

DR. G. C. MOORE, Ponca City, is spending two 
weeks at the Jackson Clinic, branch of the Uni- 
versity of Colorado school of medicine, doing post- 
graduate work. 


DR. JACKSON BARKER, recently of Touro Hos- 
pital, New Orleans, where he has beeen an interne 
for two years, is a new staff member of the 
Nuckols, Vance, McElroy Clinic, Ponca City. 


DR. JAMES S. PETTY, Guthrie, will be asso- 
ciated with his father, DR. C. S. PETTY, doing 
general practice, after serving his interneship at 
the St. Louis City Hospital. 

oO —— 





| News of the County Medical Societies 


Carter County Medical Society met August 3, 
1936, at 7:00 p. m. in the dining room of the First 
Baptist Church, Ardmore, with a homecoming 
honeymoon barbecue chicken dinner honoring Dr 
and Mrs. J. L. Cox and Dr. and Mrs. L. C. Veazey 
The program follows: 

Invocation—Dr. Williams, pastor of the First 
Methodist Church of Ardmore. 

“High Points of the Post-Graduate Work of the 
Cleveland Clinic’—Dr. R. C. Sullivan, Ardmore; 
discussed by Dr. D. M. Higgins of Gainesville, 
Texas. 

Milk as a Food’—Mr. W. B. Lanphere, director 
of Oklahoma City Bureau of Dairy Control, Okla- 
homa City; discussed by Dr. J. M. Gordon, Ard- 
more. 

“Needed Legislation, Briefly Stated”—By Presi- 
dent-elect Dr. Sam A. McKeel, Ada. 

“Advice to Newly Married Doctors’—Dr. Alfred 
R. Suggs, Ada. 

“Advice to Newly Married Wives of Doctors”- 
Mrs. Walter Hardy, Ardmore; discussed by all the 
doctors’ wives present. 

—- 7 —O — 








RESOLUTIONS 


DOCTOR J. E. WALKER 


WHEREAS, the Supreme Architect of the Uni- 
verse in His infinite wisdom has seen fit to call 
from among us Dr. J. E. Walker, who for many 
years labored faithfully in his chosen field for the 
alleviation of the suffering of humanity; and 

WHEREAS, his vacant chair is an ever present 
reminder that his absence from his accustomed 
place among us is keenly felt by those of us who 
must carry on without him. 

THEREFORE, Be It Resolved: That the Potta- 
watomie County Medical Association pause in its 
deliberations to pay tribute to his memory and to 
express to his family and friends our deepest re- 
grets and heartfelt sympathy in token of which 
be it further resolved that a copy of this resolu- 
tion be presented to the family, a copy spread upon 
the minutes of this Association, and a copy fur- 
nished to The Journal of the Oklahoma State 
Medical Association. 

Dated this twentieth day of June, A. D 

F. L. Carson, 
A. C. McFarling, 
Committee 
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LEGISLATIVE FUND 


County 
Adair 
Alfalfa 
Atoka-Coal 
Beckham 
Blaine 
Bryan 
Caddo 
Canadian 
Carter 
Cherokee 
Choctaw 
Cleveland 
Comanche 
Cotton 
Craig 
Creek 
Custer 
Garfield 
Garvin 
Grady 
Grant 
Greer 
Harmon 
Haskell 
Hughes 
Jackson 
Jefferson 
Johnston 
Kay 
Kingfisher 
Kiowa 
Latimer 
LeFlore 
Lincoln 
Logan 
Major 
Marshall 
Mayes 
McClain 
McCurtain 
McIntosh 
Murray 
Muskogee 
Noble 
Nowata 
Okfuskee 
Oklahoma 
Okmulgee 
Osage 
Ottawa 
Pawnee 
Payne 
Pittsburg 
Pontotoc 
Pottawatomie 
Pushmataha 
Rogers 
Seminole 
Sequoyah 
Stephens 
Texas 
Tillman 
Tulsa 
Wagoner 
Washington 
Washita 
Woods 
Woodward 

NOTE—Corrections and 
list will be appreciated 


Allotment 

$ 40.00 
70.00 
30.00 
140.00 
90.00 
240.00 
240.00 
230.00 
260.00 
30.00 
70.00 
270.00 
190.00 
90.00 
150.00 
330.00 
230.00 


50.00 
150.00 
2740.00 
320.00 
220.00 
310.00 
100.00 
250.00 
360.00 
300.00 
330.60 
80.00 
120.00 
320.00 
10.00 
220.00 
50.00 
100.00 
1980.00 
40.00 
250.00 
120.00 
190.00 
260.00 


additions to the 


Amt. Paid 


$ 10.00 
140.00 


110.00 


60.00 


90.00 
80.00 
150.00 
210.00 


160.00 


40.00 


220.00 


100.00 
40.00 


10.00 


50.00 


10.00 


630.00 


90.00 
140.00 
70.00 
290.00 


210.00 


130.00 
150.00 


above 


Post-Graduate Course on Tuberculosis at 
Tulsa, Oklahoma, September 24, 1936 


To aid physicians in early diagnosis of tubercu- 
losis, especially among children and young people, 
and that they may better familiarize themselves 
with management and care of tuberculosis in- 
fection in these age groups, the Oklahoma Tuber- 
culosis and Health Association will conduct an in- 
stitute on September 24, 1936, at Tulsa. Meeting 
will be held in the new home of the Tulsa Public 
Health Association 

The following program has been arranged 

1:15 P. M—‘“Home Management of Childhood 
Tuberculosis’—Dr. F. P. Baker, Superintendent 
Eastern Oklahoma Tuberculosis Sanatorium, Tali- 
hina, Oklahoma 

1:50 P. M.—Discussion—Dr. W. C. Wait, Super- 
intendent Western Oklahoma Tuberculosis Sana- 
torium, Clinton, Oklahoma. 

2:05 P. M.—‘“Procedure in Finding Source of 
Contact in Children Showing Reaction to the 
Tuberculin Test’—Dr. L. J. Moorman, Oklahoma 


City 

2:40 P. M.—Discussion—Dr. O. A. Flanagan, Tul- 
sa, Oklahoma 

2:55 P. M.—‘“Manifestations of Early Tubercu- 


losis and X-ray Interpretations’—Dr. R. M. Shep- 
ard, President Oklahoma Tuberculosis and Health 
Association, Tulsa, Oklahoma. 

3:30 P. M.—Discussion—Dr. R. M. Burke. Sol- 
diers’ Hospital, Sulphur, Oklahoma 

3:45 P. M.—“Importance of Tuberculin Tests and 
X-ray in Childhood and Youth”—Visiting speaker 
to be selected 

4:30 to 5:30 P. M.—Clinics and questions. 

7:30 to 9:30 P. M.—Public meeting. General ad- 
dress (speaker to be selected). Movies—“Tubercu- 
losis and How It May Be Avoided,” “Contacts,” and 
“Story of My Life by Tee Bee.” 

Carl Puckett, M.D., Managing Director, 

Oklahoma Tuberculosis and Health Association 

Oo——_—_——— ° 


CHANGES OF ADDRESS 


Alfalfa County 

Ludlum, E. C Carmen (renewal) 
Carter County 
Gordon, J. M 
Sain, W. C 
Von Keller, F. P 
Cotton County 

Walters (new member) 


Ardmore (change) 
Ardmore (change) 
Ardmore (change) 


Stephens, F. G 

Garfield County 
Bitting, B. T Enid (renewal) 
Johnston County 


Looney, J. T Tishomingo (renewal) 


Kay County 


Yakima, Washington (change) 
Dallas, Texas (change) 


Darnell, E. E 
Spence, Harry M 
Mayes County 


Rutherford, V. M Woodward (change) 


Oklahoma County 
1200 North Walker (renewal) 
Tulsa County 
203 Philcade Bldg. (change) 
607 Atlas Bldg. change) 
149 Hollywood Drive, 
New Orleans (change) 


Gray, Floyd 


Edwards. D. L 
Nelson, F. L 
Tucker, I. N 
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OBITUARIES 


DOCTOR H. COULTER TODD 


In the peace and quiet of the home which 
was always the center of his activities, Dr. 
H. Coulter Todd passed to his eternal re- 
ward on June 25th, 1936. Although he had 
full knowledge of the seriousness of his 
physical condition for some time, he elected 
to continue with his work for others as at- 
tested by the fact that he was active as usual 
the day prior to his death. 

Dr. Todd was born in 
Brunswick, Canada, on April 15, 1874, the 
son of Rev. F. S. Todd and Sarah Block 
Todd. Both his father and grandfather were 
members of the Baptist ministry and it 
was the plan and desire of his father that 
Dr. Todd should follow the profession of 
his immediate ancestors. These plans, while 
not consummated in entirety, were probably 
responsible for the fact that Dr. Todd, on 
various occasions occupied the pulpit of his 
church both in Maine and in Oklahoma. 

Dr. Todd’s education was begun in the 
public schools of Woodstock; he also attend- 
ed St. Stephens High School and the Pro- 
vincial Normal School of New Brunswick. 
He was an honor graduate with the degree 
of B. A. from the Arcadia College at Wolf- 
ville, Nova Scotia, in 1897. Arcadia is one of 
the oldest Canadian colleges and is affiliated 
with Oxford University under the colonial 
affiliation. He took his M.D. degree at Bow- 
doin College in 1900 and then served as sur- 


Woodstock, New 


gical interne for one year at the Maine 
General Hospital, Portland, Maine. Follow- 


ing this, he did two years of general practice 
in Brunswick, Maine. 

In 1902 Dr. Todd came to Oklahoma City 
and engaged in a general surgical practice. 
In 1905-1906, he took post-graduate work in 
eye, ear, nose and throat in London and 
continental European schools. In 1907, he 
received his M.A. degree from Arcadia Uni- 
versity. On his return to Oklahoma City, Dr. 
Todd became associated with the late Dr. 
L. H. Buxton in the specialty of eye, ear, 
nose and throat. This association continued 
until 1916. 

During his student days at Wolfville, Dr. 
Todd apparently found time for social as 
well as scientific activities since in 1893, he 
married another Wolfville student, Miss Lilla 
Lencuhay. To this fortunate union one son, 
Dana, was born and he remains to comfort 
his mother in this disruption of ties existent 
for forty-three years 

Throughout his professional] life, Dr. Todd 
was interested in medical education. He was 
one of the original founders of the old Ep- 
worth University Medical School. With West 
and Young, of pleasant memory, and others 
he was directly responsible for the beginning 
of the school which later became the Medi- 
cal School of the University of Oklahoma. In 
fact, Dr. Todd delivered the first lecture 


given at Epworth in September of 1904 and 
served as the Secretary of the Faculty for 
years. When the merger of the two schools 


was made, Dr. Todd was appointed Professor 
of Otolaryngology and continued in that 
capacity until the time of his death. 


honors had come to Dr. Todd. In 
end of twenty-five years in 
medical education in Oklahoma, he was 
given the honorary degree of Doctor of 
Science by Arcadia University. He was only 
the third medical doctor to receive such an 
honor from this school, one of the others 
being Dr. W. W. Chipman of Montreal, a 
former president of the American College of 
Surgeons. He also received the honorary de- 
gree of Doctor of Laws from Webster College 
in 1926. He was a Fellow of the American 
College of Surgeons, member of the Ameri- 
can Medical Association and its affiliated 
State and County organizations, the Ameri- 
can Academy of Medicine, the American 
Academy of Ophthalmology and Otolaryn- 
gology and a number of other medical and 
scientific societies several of which he has 
served as president and other official capaci- 
ties. 

Dr. Todd’s scientific writings have been 
numerous. He wrote a “History of Medical 
Education in Oklahoma” published by the 
University Press in 1928. Perhaps his best 
known article, “The Snare Versus the Sluder 
Operation,’ which was published in the 
Amercan Medical Association Journal in 1914 
and was also introducted in full in the In- 
ternational Medical Journal of Berlin, Ger- 
many, that same year. His chief avocation 
was his secular writings. 

This avocation was one aspect of Dr. 
Todd's life which was little known, since 
while he had many acquaintances, he had 


Many 
1929, at the 


few intimates. He was the author of one 
novel and also a book of poems. It was a 


fortunate, although a rare, privilege to hear 
and see Dr. Todd surrounded by his intimate 
friends recite the poems of his own compo- 
sition. Indeed, this work was never given its 
true rhythm and beauty without the author's 
own interpretation. 

H. Coulter Todd was of a deeply religious 
nature by inheritance, early environment 
and training. This nature, however, did not 
narrow him to the philosophies of his own 
denomination but manifested itself in in- 
terest in many other religions as well. He 
was always an interesting conversationalist 
on the philosophies of this life and the 
hereafter and had a great respect for the 
opinions and faiths of others. 

One of Dr. Tedd’s most pleasing traits was 
his genuine friendliness. He never lost the 
common touch in spite of the heights to 
which he had climbed. He delighted to be 
called by his first and rarely used first 
name, Harry. He would say that such an 
intimate occurrence would always remind 
him of his old home in Canada and his boy- 
hood. Harry Todd realized his own weak- 
nesses but was so constituted that he over- 
looked the faults of others and at the same 
time magnified all their good points. 

The medical profession of Oklahoma City 
and the state which has been so profoundly 
influenced by his life will miss him to the 
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same degree. He has been lost at a time 
when we could ill afford it since now if 
ever we need such men to combat sinister 
influences all too prevalent. He and his asso- 
ciates have laid well the foundation of medi- 
cal education and practice in this state and 
the younger generation cannot do better than 
to follow the example, so completely pat- 
terned, of devotion to duty, unselfishness, 
steadfastness even in adversity, and above all 
true scientific achievement. 





DOCTOR ARTHUR BROWN CHASE 


Dr. Arthur Brown Chase was born Febru- 
ary 19, 1870, in Lynn, Massachusetts. He 
graduated from the Harvard University Med- 
ical School in 1892. He then interned for 
two years at the Lynn Hospital, afterward 
doing a general practice in Lynn for twelve 
years, later going to Atchison, Kansas, to 
practice his chosen profession, then coming 
to Oklahoma City. He married Florence 
Ethel Aldous (who survives him) on July 9, 
1910. He was a thirty-second degree Mason, 
member of the Oklahoma Club, and a mem- 
ber of the Episcopal Church, Men’s Dinner 
Club, and Alpha Kappa Kappa medical fra- 
ternity. He was a Fellow in the American 
College of Physicians since 1920, and of the 
American Medical Association and Southern 
Medical Association and a Councilor in the 
State Medical Association where he had 
taken a very active part in this, as well as 
other medical societies. He is a past presi- 
dent of the Oklahoma County Medical So- 
ciety. He gave freely of his time and his 
talents in furthering the cause of organized 
medicine in this state. 

It was early apparent to him that achronic 
heart lesion would necessitate the conserva- 
tion of his strength, and this was not possible 
to do in a general practice. He, therefore, 
began intensively to perfect himself as a 
cardiologist, studying in this country as well 
as abroad. Thus he later attained a well 
merited reputation for efficiency in his 
chosen specialty. He has been connected with 
the University of Oklahoma, after coming to 
Oklahoma City, in varying capacities up un- 
til 1926, when he was made a Professor of 
Clinical Medicine, and in 1936 he was made 
Professor of Medical Ethics. 

For the past two years he has been notably 
failing in health until on July 8th, on leav- 
ing his office, he fell and hit his head on 
the concrete pavement, producing a sub- 
arachnoid hemorrhage. He was removed to 
St. Anthony’s Hospital where it appeared 
that he was improving for one week, and a 
faint hope was held for his recovery, but 
later he began sinking and died on the 
twentieth of July. 

Dr. Chase was exceptionally well liked by 
his many associates. He was a genial soul 
whose chief enjoyment was talking to medi- 
cal students, internes, and those interested 
in medicine. He would sit around the hos- 
pitals talking to the younger men on the art 








and science of the practice of medicine, and 
little concept can be known what good has 
been done to the personnel of the medical 
profession of this state. He endeared himself 
to those with whom he came in contact, and 
his vast circle of friends will feel a great 
void made by his passing. 


DOCTOR WILLIAM J. MUZZY 


Dr. William J. Muzzy was born October 12, 
1866, in Ramsey, Illinois. He died July 12, 
1936. 

He came to Canadian County, Oklahoma, 
April 22, 1889, in the run from Winfield, 
Kansas, and settled a homestead near Ban- 
ner, Oklahoma. Dr. Muzzy sold the home- 
stead to finance a medical education at the 
Missouri Medical College at St. Louis, Mis- 
souri, from which he was graduated in 1897 
cum laude. 

Dr. Muzzy returned to El Reno where he 
opened an office for the practice of medi- 
cine. He became a member of the staff of 
the El Reno Sanitarium at its inception in 
1902. 

In 1910 he took up the specialty of path- 
ology after special courses of study in New 
York, Chicago, St. Louis and New Orleans. 
In 1927 he was made a fellow in the Ameri- 
can Society of Clinical Pathologists, and 
served as pathologist for the El Reno Sani- 
tarium until his death. 

Dr. Muzzy was a past president of the Ki- 
wanis Club, member of the Chamber of Com- 
merce, affiliated with several fraternal or- 
ganizations, and the Methodist Church. His 
main interest, however, was always in his 
chosen specialty as pathologist 

He was recognized by his associates as an 
extremely conscientious and exacting worker. 
He has always been affiliated with organized 
medicine. He was one of the organizers and 
a past president of the old Central Oklahoma 
Medical Society. He was past president of 
the Canadian County Medical Society, and 
served for a number of years as secretary of 
that body. 

Dr. Muzzy was held in high esteem by 
those who knew him, and his loss is keenly 
felt by those who have been associated with 
him. 


DOCTOR ARTHUR MASTER RUHL 

Dr. A. M. Ruhl, pioneer physician of Ed- 
mond, died June 27th, following a short ill- 
ness. 

He was born in Pekin, Illinois, February 
15, 1876. His early life was spent in Illinois, 
moving to Logan County, Oklahoma, with 
his parents in 1889, moving to Edmond in 
1895 where he continued to reside until his 
death. 

Burial was in Edmond, under the direction 
of the Masonic order. 

Dr. Ruhl is survived by his wife and one 
daughter. 


RECENT DEATHS 
(Insufficient data available for obituary) 


Dr. David Breco, Ada, drowned July 2, 1936. 
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Ectropion: A Problem for Eye Surgeons. By John 
M. Wheeler, M.D., New York, N. Y. From 
Southern Medical Journal, Vol. 29, No. 4, April, 
1936. 


There is a mild conflict of ideas regarding re- 
pair surgery about the eyes. Men who are devoting 
themselves to plastic surgery find much of their 
work about the face, and some of them see no 
reason for stopping at the eye region. Perhaps it 
is not for the ophthalmologist to pass judgment 
on whether the plastic surgeon is right or wrong 
in including the eye region in his realm, but surely 
the ophthalmic surgeon should enter into vigorous 
competition with the plastic surgeon and claim 
the eye region as his own. I am convinced that 
patients needing plastic repair about the eyes 
would be well served surgically if eye surgeons 
would devote themselves to acquisition of skill in 
plastic procedures as they do the study of surgery 
of the eyeball. I should like to take this occasion 
to bespeak the interest of our younger eye sur- 
geons in the maneuvers that make up eye plastic 
surgery. Let me suggest to those who are setting 
out to qualify as ophthalmologists that they con- 
sider the acquisition of skill in plastic procedures 
as part of proper preparation for the practice of 
ophthalmology if they propose to include surgery 
in their practice. A great variety of interesting and 
difficult problems offers a fascinating challenge 
to the ingenuity and skill of the surgeon. I should 
like to see the trained ophthalmologist ready to 
liberate the necessary ingenuity and skill. 

What does one reasonably mean by the surgical 
eye region? I think the answer can be stated. It 
includes the contents of the orbit, the eyelids, the 
eyebrows and the adjacent surroundings when they 
harbor processes that affect these structures. If a 
scar extends from an eyelid beyond the orbital 
margin into the malar region or into the brow or 
cheek it might be absurd for the eye surgeon to 
fail to get rid of such a scar in correcting a lid 
deformity. A reasonable attitude should guide the 
eye surgeon in deciding where to stop. 

Gasparo Tagliacozzi (1546-1599) said: “In order 
to live a graft must have an attachment. It cannot 
be completely severed from surrounding tissues. It 
must have a pedicle.” 

This dictum has had a profound influence on 
plastic surgeons. It was taken as gospel until 
Jacques Louis Reverdin, a young Swiss doctor who 
was serving as interne at l’hopital Necker in Paris, 
demonstrated in 1869 that it was possible for the 
surgeon to transplant bits of epidermis to a granu- 
lating surface and have these little grafts live. In 
spite of his demonstration and the additional 
demonstrations of Ollier, Thiersch, Wolfe and 
many others, able surgeons still are dominated by 
the idea of necessity of pedicles for grafts. So, in 
the correction of ectropion many competent men 


still choose to use pedunculated flaps. In doing so, 
they accept a serious handicap and I should like 
to say that there are very few cases of ectropion 
that call for flaps with pedicles. 

The author brings out some very fine ideas deal- 
ing with the problem of ectropion. Skin taken from 
the upper eyelid for a defect in the lower lid is a 
very good idea. Also the skin taken from behind 
the ear matches in texture and thickness for the 
reconstruction of the skin of the lid. In cases of 
involvement of both lids, the epithelium from the 
thigh or the arm may be used. 

Taken in order, the sites of sources of skin for 
grafting about the lid may be listed as follows: 

1. Dermis from upper ‘eyelid. 

2. Dermis from cephalo-auricular angle. 

3. Dermis from the temple. 

4. Epidermis from the outer aspect of the thigh. 

The author points out some very good points in 
technique about sutures, the type of splint for the 
graft and the dressings. 

CONCLUSIONS: I see no reason why a com- 
petent eye surgeon cannot or should not do the 
simple grafts about the eyelid. Some of these pro- 
cedures are very simple. Certainly a highly trained 
eye surgeon who can correct squint and do other 
technical operations about the eye ball should very 
easily master the simple plastic procedures, es- 
pecially that of ectropion. 

It is fairly easy to get a good “take” in a case 
of ectropion by means of a thin split graft. It is 
not sO easy to secure a good result or a good 
‘take” with a full thickness graft. However, the 
final result is better if a thick graft can be used. 





Cancer of the Face and Oral Cavity: Surgery 
Versus Radiation. By Albert O. Singleton, M.D., 
Galveston, Texas. From Southern Medical Jour- 
nal, Vol. 28, No. 7, July, 1935. 


The author reviews the cases treated by radia- 
tion and surgery over a period of twenty years. He 
finds that the mortality from cancer of the face 
and lip is high; that the mortality for cancer of 
tongue is higher and that cancer of the oral cavity 
elsewhere is only occasionally cured. 

TABLE I.—DIED IN HOSPITAL 


Number Died in Per 
Patients Hospital Cent 
1912-20 82 20 24 
1922-30 . 101 38 37 


Again we find that in the first group of patients 
followed thirty-two per cent died in the hospital 
or within five years after leaving the hospital, as 
compared to forty-four per cent in the later group 


TABLE II 
KNOWN DEAD WITHIN FIVE YEARS 
Number Per 
Patients Died Cent 
1912-20 82 27 32 
1922-30 = . 101 45 4 


The first question naturaily arising is what is 
the cause of the increasing mortality? In order to 
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answer this question we look to see what difference 
there has been in the methods of treatment in 
these two groups, and whether the treatment has 
influenced the mortality? In answering these ques- 
tions we find that in the former group surgery 
alone was used, while in the second group surgery 
with varying amounts of radium and x-ray was 
used. If we did not look further one would infer 
that the addition of radium and x-ray had re- 
tarded rather than improved our results, but a 
close scrutiny shows a more concrete reason, and 
that is the difference in the stage of the disease 
when the patients were received for treatment. 


TABLE III 
Number Per Cent Per Cent 
Patients Inoperable Operable 


1910-20 82 21-2512 61-74% 
1922-30 101 46-45 '2 55-5442 


In the first group a much higher percentage 
were received earlier in the disease with fewer 
glandular metastases and a smaller number were 
classed as inoperable or incurable, while in the lat- 
ter group a greater number were received late in 
the disease with more extensive ulceration and 
glandular involvment. In the former group of those 
which were received late, some had been treated 
with caustics and pastes, and some had had in- 
complete surgery, such as local attempts at sur- 
gical removal of the lesion with recurrence, or a 
failure to remove the glands of the neck. Of the 
latter group few had had paste and caustics ap- 
plied, a few incomplete surgery while a very large 
number had been treated by radium and x-ray 
without surgery. For fear that I may be mis- 
understood, I should add here that incomplete 
treatment by radium and x-ray were generally 
used. These preceding statements lead me to the 
chief subject of my paper, which is the discussion 
of these conditions, between surgery and radia- 
tion. 

DISCUSSION 

There are enough known facts if properly and 
promptly applied to solve the cancer problem. 
Cancer must be found early if many are to be 
cured. But whether early or late, the management 
must be in the hands of the well trained. The ra- 
diologist must admit that surgery has an import- 
ant place in curing cancer. The surgeon also can 
no longer ignore the results of radiation. While 
surgery some years ago reached its zenith in this 
field, radiation is still progressing. With increasing 
experience, new methods are being developed with 
great improvement in results. We as surgeons must 
keep an open mind and accept improvements as 
they are proven. Radiation is very dangerous as it 
is now generally used by the poorly informed and 
poorly equipped, but on the other hand, in the 
hands of the well trained and well equipped, great 
things are being accomplished. Again, it is hardly 
possible to expect the surgeon to be an expert ra- 
diologist and to be familiar with the changing 
technic of x-ray or radium. Also, one does not ex- 
pect the radiologist to be able to use the good 
points of surgery. Therefore, if the patient is go- 
ing to have the advantage of everything that can 
be done for him, the surgeon and radiologist must 
work jointly. 

COMMENT: The cancer problem is far from 
being solved in spite of the publicity campaigns 
which have been instituted during the past ten 
years. In the first place, institutions properly 
equipped are not available for the poor who make 
up a large part of our population. Great strides 
have been made in providing for cure of the in- 
digent crippled children, but not for the cancer 
victim. Secondly, the cancer patient is going and 
is being sent to roentgenologists, the great majori- 
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ty of whom are not equipped or properly trained 
in the use of radiation. This has resulted in a 
higher mortality in cancer of the face, lip and 
oral cavity at this time than twenty years ago. 
The mortality with the best surgery and the best 
radiation is still high. Improvement in the equip- 
ment and training of roentgenologist, is greatly 
needed at this time. In the general hospital every 
cancer patient should have the benefit of com- 
bined efforts of the departments of surgery, radi- 
ology and pathology. 

There should be no unfriendly controversy be- 
tween the radiologist and the surgeon in the treat- 
ment of malignancies about the lip and mouth 
Instead there should be team work with radiolo- 
gist, surgeon and pathologist. The results obtained 
today can be improved by all concerned working 
in harmony. 

One sees quite frequently a persistent ulcer 
secondary to radiation or x-ray treatment of a ma- 
lignant ulcer. A great many of these ulcers can be 
successfully excised 

When a surgeon begins to blame the radiologist 
for a dermatitis or post-radium ulcer, he is not 
helping the patient or the means of treatment. I 
say this for the reason that the surgeon is just 
as apt to have an excessive scar or a keloidal scar 
following operative work 
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PELLEGRINI STIEDA DISEASE 


Pellegrini Stieda Disease. Nathan H. Rachlin, 
Brooklyn, N. Y. Journal Bone and Joint Surgery, 
Vol. XVI, No. 3, July, 1934. 


Pellegrini Stieda Disease. Jacob Kulowski, Iowa 
City, Iowa. Journal A. M. A., April 1, 1933. Vol. 
100, No. 13. 


Bohler. Treatment of Fractures, 1935. 4th Edition. 
Pages 383, 385. 


Pellegrini stieda disease is characterized by a 
semilunar-like formation in the region of the in- 
ternal condyle and is always traumatic in origin 
Pellegrini in 1905 called attention to a traumatic 
ossification of the collateral tibial ligament of the 
knee. In the same year Kohler reported a similar 
case and in 1907 Stieda made report. Pellegrini 
thought the condition was traumatic and Stieda 
believed it was due to a fracture wih a detachment 
of a small piece of bone at the moment of injury 
with a calcification taking place in the ligament 
Some believe it is of periostitic origin; others that 
it arises from the surrounding connectve tissues 
Kulowski believes that it is similar to a myositis 
ossificans. More than one hundred and thirty-six 
cases have been reported in Germany and Italy 

The treatment is both conservative and surgical 
After four months the patient is symptom free and 
active, despite the recurrence of the mass. It is 
thought that no surgical procedure should be in- 
stituted before the bony mass has matured, just 
as a myositis ossificans. Surgical removal of the 
calcified body has given good results but a num- 
ber of cases have been fully relieved by a con- 
servative treatment 

Abstractor’s note: I have given the above refer- 
ence to this condition because it is one which has 
been generally overlooked. It has been seen a num- 
ber of times in industrial cases but termed my- 
ositis ossificans or osteoarthritis. Since it is appar- 
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ently being classed as a definite clinical entity 
those who frequently are called upon to examine 
knee joints should be fully acquainted with this 
condition 


New Methods of Leg Amputation. G. A. Reinberg 
and A. V. Kaplan. Soviet Surgery, XII, 65, 1935. 
To avoid the usual post-operative complications 

of leg amputations a new method is suggested 

Based on cadaver study, it gave apparently satis- 

factory results in nineteen cases in which opera- 

tions were performed by seven surgeons 

An anterior skin flap is dissected out, its bass 
being wider than the half of the circumference of 
the leg and its length more than the diameter of 
the leg. A horizontal skin incision unites the proxi- 
mal ends of the flap posteriorly. The skin in the 
back is separated from the soleus. The Achilles 
tendon is cut from above downward and from the 
back forward. The triceps surae is separated from 
the bones of the leg to the level of amputation 

The bones are sawed through and smoothed out 

Two flaps are thus formed, an anterior flap and a 

posterior musculo-aponeurotic flap. The muscular 

flap is united to the periosteum of the tibia in 
front, and the skin flap is attached to the skin of 
the back of the leg 


Late Results of the Operative Treatment of Osteo- 
Arthritis of the Hip Joint. C. Max Page.. Lancet, 
I, 1313, 1935. 

After analyzing one hundred twelve cases in 
which operations had been performed during the 
past five years, the author concludes that of the 
two procedures—arthrodesis or arthroplasty of the 
hip joint—arthrodesis gives the best late results 
He states that in regard to arthrodesis better tech- 
nique does give better results; however, che most 
ingenious arthroplastic procedures may result in a 
stiff hip while a rough reconstruction operation 
may produce a freely movable hip. The vascular 
supply of the parts seems to the author to be ih: 
important determining factor 

Of the sixty-nine cases in which arthrodeses 
were performed, the author reports good results 
in seventy per cent, moderate results in 17.4 per 
cent, and bad results in 11.6 per cent. Of the nine- 
teen cases in which arthroplasties were done, good 
results were obtained in thirty-seven per cent 
moderate results in thirty-one per cent, and poo! 
results in thirty-one per cent 

The operative procedures used for fusion were 
resection of part of the head of the femur and re- 
section of part of the acetabulum. An iliac graft 
was occasionally used. For arthroplastie ihe 
Whitman operation was employed 

2) 
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By HUGH JETER, M.D 


Progress in Internal Medicine. Blood. A Review 
of the Recent Literature. Raphael Isaacs, M.D., 
Cyrus C. Sturgiss, M.D., Frank H. Bethell, M.D. 
and S. Milton Goldhamer, M.D., Ann Arbor, 
Mich. Archives of Internal Medicine, Vol. 57, 
No. 6. 

This is the second review of hematology in which 
the authors attempt to summarize the essential 
recent articles on blood diseases 

PERNICIOUS ANEMIA 
ETIOLOGY Castle has reviewed recent work 


regarding the cause of pernicious anemia and - 
lated macrocytic types and reiterated his the 
that Addison’s pernicious anemia is due to a lack 
of gastric factors in the stomach. He says the 
factor is not hydrochloric acid or any of the re- 
cognized ferments of gastric secretion, and is 
thermolabile and not present in saliva or duodenal 
contents 

He states that the nature of the extrinsic facto: 
is also unknown, but has wide distribution, being 
present in beef muscle, eggs, autolyzed yeast, rice 
polishings, wheat germ and liver. This substance 
is themostabie 

Miller and Rhoads by feeding swine a modifi- 
cation of a diet that produces black tongue in 
dogs, have produced a condition characterized by 
hematologic, lingual and gastro-intestinai changes 
which are similar to those seen in cases of per- 
nicious anemia. It is suggested that the disease 
thus produced may, therefore, be caused by lack of 
or the inability to utilize, some poorly defined 
dietary constituent, as in pernicious anemia, sprue 
and tropical anemia 

Goodman, Geiger and Claiborn, have found that 
liver extract prepared from gastrectomized ani 
mals has diminished anti-anemic potency which 
may be detected as early as the third month after 
gastrectomy 

Meulengracht has found that material from the 
fundus was inactive whereas from the pyloric re- 
gion was exceedingly potent 

Wakerlin reported the presence of an anti- 
anemic principle in normal urine 

DIAGNOSIS Minot deplored the fact that so 
little attention has been given to a diagnosis in 
recent years since so much interest has been taken 
in treatment. One hundred cases were studied, thir- 
ty-three per cent complained of weakness as an ini- 
tial symptom, thirty-one per cent gastro-intestina 
twenty-six per cent nervous system and ten pe! 
cent heart symptoms. The diagnosis was not es- 
tablished until an average of one and one-third 
years after the onset. Lemon color and splenomega- 
ly is considered to be less common than previously 

GASTRIC JUICE: Two groups of investigator 
have noted increased potency of liver extract by 
incubation with gastric juice 


The effectiveness of gastric juice injected intra- 
muscularly has been confirmed 

A simple vest to determine the presence o 
absence of the intrinsic factor has been devised 

The nature of the intrinsic factor is thought b) 
some to be an enzyme and by others to be a har- 
mone 

MANIFESTATIONS DUE TO LESIONS IN 
THE SPINAL CORD AND BRAIN The most 
common neurological symptoms are numbness and 
tingling of extremities, coldness, ataxia, loss ol 
finer coordination of the fingers and disturbance 
of the bladder 

Conclusons drawn from benefits of therapy mus 
be guarded 

BLOOD: Schmehle and Schmid claim that re- 
lapse is less likely when the color index reaches 
normal than when it remains high, even after the 
erythrocyte count reaches normal 

Wintrobe and Shumacker called attention to 
certain similarities between the blood of the fetus 
and that of patients with pernicious anemia 

Isaacs found no simple correlation between the 
total number of nucleated cells of the bone mar- 
row of the sternum and of the peripheral blood 
stream. There was considerable variation in the 
cellularity of the marrow in different persons 


Sanford emphasized the fact that the blood may 




















JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 301 


be normal in persons with involvement of central 
nervous system and reports three cases with good 
response to liver extract therapy 

Minot and Castle made an excellent summary 
of the present knowledge of the behavior of 
reticulocytes in cases of pernicious anemia in which 
remissions were induced. They called attention to 
irritant effects’ of such substances as potassium 
arsenite 

Murphy warned against one placing too great 
emphasis on comparable reticulocyte responses 

TREATMENT: Wilkinson again emphasized the 
necessity of permanent use of a potent stomach 
or liver extract 


Miller and Rhoads found that the extrinsic fac- 
tor is present in the white of egg. Mogensen 
pointed out that there is a form of pernicious 
anemia in which there is a deficiency of iron and 
in which large doses of iron are necessary to sup- 
plement the liver therapy 

West summarizes the present knowledge con- 
cerning the chemical nature of hematopoieticalls 
active substances of the liver 

Minot in the Nobel lecture emphasized the ne- 
cessity of giving sufficient potent material to sup- 
ply besides the hemapoietic requirements, all the 
demands of the body for the substance and in ad- 
dition to fill it adequately with a reserve. He 
wisely added “the physician however, must do 
more for the patient than prescribe a _ prope! 
amount of liver, stomach or the like; he should 
attend to aspects of the case and not neglect the 
individual's manifold problems of thought and 
action 

MACROCYTIC ANEMIA OTHER THAN PER- 
NICIOUS ANEMIA It is generally accepted that 
the interaction of the extrinsic and intrinsic fac- 
tor produces a substance necessary for the normal 
development of the erythocytes. The product 
formed is found in the intestines and stored in 
the liver. Macrocytic anemia will result if there is 
a disturbance of any of the factors concerned in 
this process 

Obstruction of the small intestine, infestation 
with tapeworm, celiac disease, gastrocolic fistula 
sprue and experimental cirrhosis of the liver have 
all been observed in association with macrocytk 
anemia 

ANEMIA OF PREGNANCY: Hypochromic mi- 
crocytic type, the most common type, is found dl- 
rectly attributable to the gravid state, yields to 
iron therapy and the patient recovers automati- 
cally after the termination of pregnancy 





The macrocytic type is much less common 
Wintrobe and Shumacker believe that diet and ce- 
fects in gastric secretion are largely responsible 
but suggest that the demands of fetal hemapoiesis 
may place an excessive drain on the maternal sup- 
ply of the hepatic principle essential for normal 
maturation of erythrocytes. Strauss finds that the 
larger doses of liver both orally and parenternally, 
are needed 

ANEMIA ASSOCIATED WITH OTHER DIS- 
EASE ENTITIES Hemolytic Jaundice—A num- 
ber of reports are reviewed, several recording ex- 
periences in one or more cases 

Interest continues to center about the mechanism 
of recovery following splenectomy. Doan, Curtis 
and Wiseman suggest as follows: “disgorgement of 
the sequestered blood cells from the splenic reser- 
voir and sudden elimination of the destructive 


activity of the splenic phagocytes and hyperactive 


hematopoiesis. The spleen is considered as the 
major pathological agent in congenital hemolytic 
jaundice. Splenectomy is indicated as a prophy- 


} 


lactic measure against clinical exacerbations of 


excessive hemolytic activity in the chronic and 
subacute manifestations of the disease as well as 
in acute hemoclastic crises, whether spontaneous 
or precipitated, and regardless of the severity of 
the anemia 

APLASTIC ANEMIA There is confusion con- 
cerning the use of the term aplastic anemia. some 
referring to a selective decrease in the number of 
red cells and others to a panmyelophthisis, where- 
as in several cases reference is made to aplastic 
anemia during the course of aleukemic leukemia 
Literature contains reports of cases associated with 
abdominal lymphogranuloma, ankylostomiasis and 
arsphenamine, neoarsphenamine, benzene, acetar 


sone poisoning and also during the course of trea 


ment of tuberculosis with gold compounds and 
after radiotherapy 

CANCER The blood picture associated with 
cancer is neither pathognomonic nor constant, no! 
does the anemia associated with cancer give any 
indication of the site of the malignant proce 
The anemia may be macrocytic or microcytic, and 
the color index, high or low Usually there i 


} vtosis 


leukoc 
INFECTION A disturbance in the balance 


nd the destruction of the 


between the production a1 t 
red blood cells may be caused by infection, Usually 
secondary anemia result In following the cours¢ 
of an infection it appears that more information 
can be obtained by determining ich changes in 
the cytoplasm of the white blood cells as vacuola- 
tion, toxic granulation and the presence of a bluish 
or grayish color of the cytoplasm than by noting 
the number of lobes or filaments of the nuclei 
ENDOCRINE DISTURBANCES There is di- 
vergence of opinion concerning the specific changes 


of blood associated with hyperthyroidism. The 
anemia of myxedema may be the direct result of 
dysfuncton of the thyroid gland or may exist a 
an independent condition. Both macrocytic and 
microcytic types are reported 

IRON DEFICIENCY ANEMIA: Davidson, Fuller- 


ton and Campbell examined three thousand and 


five hundred person representil the poor of 
Aberdeen and found forty-one per cent of in 
fant under two veal ol age tnirty-two per 





cent of children of preschool xteen per cent 


of adolescent women and forty-five per cent o 
adult women to have abnorm: low hemoglobin 


and erythrocyte values. Anemia was not found in 








adolescent and adult males except in association 
with organic diseas¢ The prevalence of anemia 
in early childhood has been generally attributed 


to the low iron content of the usual infant diet 
coupled with the demand occasioned by rapid 
growth. These, undoubtedly, are important factors 
but, as in the case of adults, diminished gastri 
secretion of hydrochloric acid may play an im- 
portant role in causing nutritional anemia.” The 
value of copper in the treatment has not been 


conclusively established 


Idiopathic hypochromic anemia, as a distinct 
clinical entity, has, during the past year, received 
less attention than formerly. It is now generally 
grouped with the hypochromic and microcytic 
anemias prevalent in middle-aged women, which 
are due to a variety of factors, including dietary 
defect, lack of hydrochloric acid in the stomach, 
menorrhagia and repeated pregnancy 

The possible influence of dietary deficiencies 
other than deficiency of iron in causing anemia or 
in retarding regeneration of the blood has been 
emphasized by Sturgis and Farrar, by Baker and 
particularly by Minot. Minot has also suggested 
that iron may be of benefit other than as simply 
supplying a deficiency. In this connection it is of 
interest that a group of French investigators have 
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reported benefit from the use of iron in treat- 
ment of patients suffering with lassitude, diges- 
tive disorders and glossitis, even though such pa- 
tents had no anemia. They have observed, after 
iron medication, restoration of the papillae of the 
tongue and, in one case in which gastroscopy was 
done before and after treatment, correction of 
the gastric mucosa. 


By C. E. BRADLEY, M.D. 


Abdominal Puncture in the Diagnosis of Peritonitis 
in Childhood. Bernard S. Denzer, M.D., New 
York, N. ¥Y. The Journal of Pediatrics, Volume 
8, Number 6, June, 1936. 


The author presents a series of cases selected 
from his practice over a period of fifteen years as 
examples of the importance of abdominal puncture 
in clarifying the diagnosis in numerous cases of 
obscure or indefinite gastro-intestinal or even ap- 
parently respiratory distress. 

Dr. Denzer finally adapted the technic proposed 
by Newhof and Cohen in 1926 to his pediatric 
practice. A two-inch, twenty-bore, spinal puncture 
needle, with stylet intact, is inserted obliquely 
through the abdominal wall, then more perpen- 
dicularly, until the relief of pressure indicates en- 
try into the abdominal cavity. A small syringe is 
attached and held parallel to the body to insure 
contact with the peritoneal mucosa around which 
a small film of exudate is formed even when 
minute amounts of fluid are present. 


Although it is desirable to examine the fluid ob- 
tained from the abdominal tap by smear and also 
by culture, a good smear, carefully examined, is 
the most important part of the procedure. 


Negative taps occur in all normal children. How- 
ever, a negative tap does not contra-indicate opera- 
tion when other factors do indicate appendiceal 
peritonitis. 


In general, abdominal tap in cases of appendi- 
citis will yield: (1) negative tap; (2) positive tap 
without organisms on the smear, and on culture 
either no growth, or growth of colon bacilli or 
colon bacilli with cocci; or (3) a pure culture of 
streptococci, which is very rare. 

In marasmus or rickets fluid is sometimes ob- 
tained. It is clear or mucoid and contains pre- 
dominately lymphoid and endothelial cells. 


The type of primary focus responsible for peri- 
tonitic exudate governs the type of peritonitis, and 
the evaluation of the abdominal tap, as well as 
subsequent procedures. That is, peritonitis follow- 
ing a thrombophlebitis may have a different course 
and will require different treatment from perito- 
nitis secondary to pharyngeal angina. The author 
cites a case in which removal of a thrombus from 
the jugular vein resulted in complete recovery 
from a non-bacterial peritonitis. 


Pneumococcus peritonitis, though radically dif- 
ferent in pathogenises from peritonitis of strep- 
tococcus origin presents similar therapeutic and 
diagnostic problems. 


It is in streptococci peritonitis in children that 
abdominal puncture is most valuable, and the 
author believes that the use of this procedure in 
all cases of abdominal distention and in cases in 
which the diagnosis hovers around pneumonia, 
appendicitis, and peritonitis would result in the 
discovery that streptococcus peritonitis is more 
common than it is generally supposed, and that 
this early recognition of the entity would definitely 
reduce the mortality rate. 


f 


The following case illustrates the application of 
Dr. Denzer’s procedure: 

A female child, six years of age, one week pre- 
vious to examination had had a temperature of 
105 F. which subsided in forty-eight hours. When 
the child was examined she had a violently red 
throat, and a high temperature. The following 
day she complained of vague abdominal tender- 
ness, and in another twenty-four hours vomiting, 
severe abdominal tenderness and distension had 
appeared. An x-ray of her chest was negative, and 
an abdominal puncture revealed gram _ positive 
cocci in chains. Intravenous dip was instituted 
Two days later, the abdomen had become marked- 
ly distended and respiration Was embarrassed 
Operation was advised to relieve the child of the 
unsuperable burden of accumulated abdominal 
fluid. You will notice that the operation was not 
performed primarily to drain the abdominal cavi- 
ty, but to relieve respirator embarrassment and 
reduce the degree of toxic absorption. Moreover, 
the operation was not an exploratory laparotomy 
in the ordinary sense of the term. 


Incisions were made in both flanks and tubes 
inserted. Fluid gushed from one side and continued 
to drain for weeks, while only a small amount of 
fluid exuded from the other side for about a week 
Pneumonitis, empyema, and kidney infection fol- 
lowed and were treated. Transfusions and infu- 
sions of normal saline were the main forms of 
supportive therapy. Complete cure took place. 

Since it is generally agreed that surgical inter- 
ference is contra-indicated in pneumococcic and 
streptococcic peritonitis the importance of abdomi- 
nal tap cannot be overestimated as a means of 
distinguishing between these forms and appen- 
diceal peritonitis which very rarely yields an 
abundance of gram positive cocci in chains alone 
from the puncture. 

Probably this procedure is not included in re- 
cent texts because of the persistence of the belief 
that there is danger of puncture of the viscera 
The author has pointed out the extreme difficulty 
with which this could be done, and urges the more 
widespread acceptance of the procedure, because 
of its safety and its value as a diagnostic aid. 





Indications for Urologic Investigation in Children. 
Meredith F. Campbell, M.D., New York, N. Y. 


Undoubtedly the importance of urologic exami- 
nation in children is underestimated. Urologic 
disease is not uncommon in children, (with the 
exception of neoplasm of the lower urinary tract 
they are subject to the same diseases as adults), 
and is concerned chiefly with the pathology of 
analomous developments of the urinary tract which 
is often difficult to diagnose. 

Pyuria: When urinary infections, indicated by 
the presence of six pus cells per high dry field in 
an uncentrifugated urine specimen which has been 
aseptically collected, persists for a month; its 
source should be investigated. A urinary antisepti 
should be liberally administered as well as general 
supportive measures to build up the general nutri- 
tion and health of the child during this period 
All focal infections should be eliminated if possible 

If pyuria is cleared with methamine therapy 
which the author discusses in some detail, it is safe 
to suppose that no serious obstruction is present 
However, if the cure is achieved by means of a 
ketogenic diet (which is about sixty per cent suc- 
cessful even in cases of severe analomous obstruc 
tions), the child is entitled to a thorough urologic 
examination. 

Among the more common causes of chronic 
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pyuria are obstruction in the urethra, urinary 
stone, tumor, tuberculosis, vescical diverticulum, 
and neuromuscular disease of the urinary tract. 


Persistent Acute Urinary Infection: When acute 
urinary infection, pyelitis, persists for more than 
five days under treatment, a complete urologic ex- 
amination is indicated. Infected hydronephrosis 
will most often be discovered although parenchy- 
mal suppuration may exist as a renal or perirenal 
carbuncle or diffuse focal suppurative nephritis. 


Disturbances of Urination: Frequency and diffi- 
culty of voiding and incontinence are commonest 
disturbances of urination in the young. Irritation 
of the bladder or posterior urethra even in the 
presence of infection is usually the cause of uri- 
nary frequency It may also be caused by obstruc- 
tion along the lower urinary tract, by vesical stone, 
or by a reflex from a lesion of the kidney or 
urethra 


“Urinary difficulty is caused by obstruction at or 
peripheral to the bladder outlet or by neuromuscu- 
lar vesicle dysfunction. Dysuria is most often 
produced by the congenital contracture of the 
vesical outlet, cord bladder, congenital post, 
urethral valves, congenital hypertrophy of the 
verumontanum, or urethral stricture, notably at 
the meatus.” 


Urinary incontinence may be due to vesical 
paralysis, ectopic urethral orific or in certain types 
of epispadias, for example; and false or paradoxical 
when present as an Overflow in intravesical ob- 
struction. Certainly when medical, psycho- and 
physio-therapy have failed to bring relief of enure- 
sis by the time a child is four years of age, uro- 
logical examination should be made, and often 
strange lesions will be found. 


Pain: Pain or dull ache in the loin of a child, 
urethral colic (simulating enteric colic with the ex- 
ception that the pain is intermittent, and the 
diarrhea absent), and pain on urination are in- 
dications for urologic examination even though 
the urinalysis is negative. Such pain may be due 
to urethral kink, congenital] diverticulum, deep 
urethral obstruction, severe urethrovesical infec- 
tion, vesical calculus, renal tuberculosis or ulcer- 
ated meatus 


Tumor: Congenital hydronephrosis, embryonal 
adenomy-sarcoma of the kidney (so-called Wilms 
tumor), mobile solitary kidney, neuroblastoma of 
the adrenal are some of the tumors most frequent- 
ly encountered and they can be identified and dif- 
ferentiated by urologic examination only 


The diagnosis of hydronephrosis, renal neo- 
plasm, adrenal tumor, or perirenal abscess must 
usually be determined by urethral catheterization 
and pyelography. 


Hematuria: Children with hematuria, not due to 
hemorrhagic nephritis should be given a thorough 
urologic examination, because the wide range of 
possible diagnoses makes an accurate diagnosis 
impossible without it. 


Although a complete urologic examination is 
not indicated in chronic interstitial nephritis, an 
excretory urographic examination is often invalu- 
able, because children presenting the symptoms of 
this entity have been found to be suffering from 
obstructions of various types. 


Last but not least, the author presents data from 
the examination of six hundred children showing 
that the reactions of children to urologic examina- 
tions are much less severe and occur less than half 
as often as they do in adults, and that they cer- 
tainly should not be considered when a urologic 
examination is indicated. 





EYE, EAR, NOSE AND THROAT 
Edited by Marvin D. Henley, M.D. 
911 Medical Arts Building, Tulsa 








Iridocorneosclerectomy for Glaucoma. Conrad 
Berens, M.D., New York. American Journal of 
Ophthalmology, June, 1936. 


In the foreword the author explains that the 
ideal operation for glaucoma has yet to be found 
and that the procedures discussed in this paper 
are a combination of the best features of the 
Lagrange (the Lagrange iridosclerectomy, the 
broad filtering scar and complete basal iridectomy), 
Elliot (the Elliot trephine operation, the excision 
of part of the cornea which tends to maintain 
filtration), and Holth (the Holth punch operation, 
a ragged wound which favors filtration) methods 
with the addition of the excision of tissue in the 
angles of the wound and the complete closure of 
the conjunctival wound over a bleb of salt solu- 
tion. He seeks to obtain a broad, evenly diffused 
linear, filtering cicatrix 


Iridocorneosclerectomy has given relief in many) 
types of increased intraocular pressure and has 
proven successful in chronic, primary, noncon- 
gestive glaucoma. The procedure may be used in 
practically all forms of acute and chronic glau- 
coma, whether primary or secondary. Some of the 
contra-indications are: buphthalmos with a thin 
sclera; when newly formed vessels may be seen 
on the iris; patients with advanced arteriosclero- 
sis and unusually high blood pressure; and in the 
presence of extensive peripheral synechiae. The 
instruments and sutures used are illustrated. The 
technique is given step by step with drawings to 
clarify the procedure 


The reasons for departing from the original 
Lagrange technique were the late infections due to 
the formation of a fistulous cicatrix resulting from 
the Lagrange iridosclerectomy if the wound fil- 
tered well and the failure to obtain filtration in 
many cases when the scleral excision was not ex- 
tensive. 


Some of the advantages of this operation listed 
by the author are: an easier dissection because of 
the absence of blood and the thicker tissues; bet- 
ter lateral filtration; an easier use of the punch 
with a less tendency for the wound to heal; the 
scleral incision is straighter because of the special 
keratome used; the running suture used and the 
crushed edges of the incision facilitate the closing 
of the wound which is also aided by doing away 
with the dressing; and the filtration is aided by 
the subconjunctival irrigation and the ballooning 
of the tissue with half-normal physiologic salin« 
solution. 


A table is given showing the results following 
iridocorneosclerectomy in seventy-three operation: 
on fifty patients (sixty-eight eyes). The duration 
of observation of these cases ranged from four 
months to eleven years. Eighty six and six-tenth 
per cent of the thirty-eight unselected eyes with 
primary glaucoma were successful as were 73.1 per 
cent of the twenty-six eyes with secondary glau- 
coma and seventy-five per cent of the four eyes 
with acute glaucoma 


Some of the complications encountered were 
extrusion of the lens through the wound in a pa- 
tient with microphthalmos, incipient cataract and 
glaucoma; the rupture of the thin filtering bleb 
three times (probably due to the fact that the in- 
cision was made with a Graefe knife; varying de- 
grees of iritis; hemorrhages which occurred at the 
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time of operation or later; and injury to the lens 
in a patient with an incomplete iridectomy. 

A history of iridosclerectomy operations is given 
dating from the first iridectomy by von Graefe in 
1885 up to the present time. 


Primary Tuberculosis of the Conjunctiva. A Sam- 
uelson, M.D., Stockholm, Sweden. Archives of 
Ophthalmology, June, 1936. 


During the past twenty years there have been 
only three cases at the ophthalmologic clinic of 
the Seraphimer Hospital. Two cases occurred dur- 
ing the past year. The author uses the word pri- 
mary indicating that it was not possible by means 
known today to demonstrate tuberculosis elsewhere 
in the body. Secondary tuberculosis of the conjunc- 
tiva is uncommon, but the primary condition man- 
ifested here by ulcer of the conjunctiva and swell- 
ing of the regional lymph nodes in its inception is 
most uncommon. 

Some authorities maintain that even when tuber- 
culosis is present elsewhere in the body that the 
infection of the conjunctiva is a primary ecto- 
genous infection. It would then be called a super- 
infection. If it was endogenous it would be spread 
by the vascular system or per continuiatum and 
the regional lymph nodes are then not swollen or 
tender. Another means of differentiating the pri- 
mary from the secondary is the tuberculin tests 
The author states that there is a possibility with 
these tests of making them so soon after the origi- 
nal manifestation of tuberculosis that a negative 
result is obtained because of the fact that the body 
has not had time to become allergic. He says that 
this pre-allergic negative state may vary from 
three to seven weeks 


The symptoms of this disease appear slowly and 
with no great degree of discomfort to the patient 
The opinion of several authorities is given in re- 
gard to the age at whch this disease has its 
greatest incidence. Twenty years seemed to be the 
limit on the age for quite some time until Berro 
and Eyre reported up to thirty years of age. The 
author’s third case was a woman, age twenty-eight 
years. It is generally agreed however that the in- 
cidence is less each year, particuiarly after the 
third decade. Not uncommonly trauma is asso- 
ciated with this infection and the circumstances 
are such that tuberculosis may not occur to the 
attending physician until later when it fails to 
heal 


In the three cases reported by the author there 
was no history of trauma or injury of any kind, 
nor were they able to locate the source of the in- 
fection. Ulcers, granulations or proliferations of 
the conjunctiva characterize tuberculosis of the 
conjunctiva When the tubercule bacilli have been 
found (about one-fourth of the cases), they have 
been present in the lymph nodes as frequently as 
in the conjunctiva. Often the swelling in front of 
the ear is the first symptom noticed by the patient 
The results were favorable in the three cases re- 
ported. 


Formerly the prognosis was very grave, but due 
to improved methods (Finsen) of treatment much 
better results have been obtained. Formerly an 
eye showing these symptoms was diagnosed as 
Parinaud’s conjunctivitis of an unknown etiology. 
An eye showing these manifestations (Parinaud’s 
syndrome) is now considered as belonging to a 
group of diseases the etiology of which is still un- 
known. In the order of frequency the diseases 
mentioned in which Parinaud’s syndrome appear 
are tuberculosis, syphilis, tularemia and the fun- 
gous diseases, leptotrichosis and sporotrichosis. In 
addition to the Finsen treatment, x-ray for the 


lymphomas and treatment of a general roborant 
nature was favorably used 

Three cases are reported with accompanying 
photographs and photomicrographs. 


Neurological Aspects of Frontal Lobe Abscess. Dr. 
Charles E. Connor, St. Paul, Minn. The Laryn- 
goscope, May, 1936. 


Gerber said: “the common symptoms of frontal 
lobe abscess is its absence of symptoms.” 

The records of twenty-five local hospitals were 
searched and twenty cases of frontal abscess found 
A search of American and English literature was 
made for reports on frontal lobe abscess. The 
abscess had to have been definitely proven as a 
solitary one by operation or postmortem. Two hun- 
dred four such cases were found. 

This paper consists of a critical review of these 
cases in regard to the neurological signs and 
symptoms found. The paper is a lengthy one of 
thirty-nine pages under the following neadings 
A. General discussion. B. Cranial nerves to ex- 
trinsic ocular muscles. C. Cranial nerves and 
sympathetic system to intrinsic ocular muscles 
D. Optic nerve. E. Pyramidal tract. F. Motor cran- 
ial nerves not elsewhere discussed. G. Sensory dis- 
turbances. H. Reflexes. I. Aphasia. J. Psychic 
changes. 

His closing remarks are: The results of an analy- 
sis of neurological symptoms noted in two hun- 
dred and four cases of solitary abscess of the 
frontal lobe may be summarized as follows 


A: Neurological symptoms of frontal lobe ab- 
scess may be divided into two groups. In one 
group, composed of symptoms indicative only of 
increased intracranial pressure and, _ therefor 
without localizing value, are bilateral and gener 
alized manifestations; in the other group are 
symptoms caused by involvement of centres and 
tracts in or near the frontal lobe, neighborhood 
symptoms which have, therefore, some lateralizing 
and localizing value. Most unilateral and localized 
manifestations belong in this group. 

In the first group are included the following 
ocular lesions, all bilateral: paralysis of extrinsic 
muscles, pupillary changes, visual impairment, and 
retinal, disc and field changes 

Also included in this group are bilateral and 
generalized twitchings, convulsions and paralyses 

Most reflexes, both superficial and deep, belong 
in this group; psychic and mental changes are 
also included 

In the second group, composed of symptoms 
which may have some lateralizing or localizing 
value, are unilateral lesions of extrinsic ocula! 
muscles, conjugate deviation of the eyes, unilateral 
lesions of extrinsic ocular muscles, conjugate de- 
viation of the eyes, unilateral pupillary changes, 
unilateral disturbances in vision, retina, optic 
nerve and visual field 

Unilateral or localized twitching, spasm or pare- 
sis is of value; Jacksonian attacks, especially when 
associated with aphasia, may be of definite local- 
izing value, as may hemiparesis and hemiplegia 

Unilateral reflexes, especially when persistently 
or repeatedly present, are of value in suggesting 
the side of the lesion. 

Aphasia, especially when associated with Jack- 
sonian attacks, has definite localizing value. 

B: Symptoms of frontal lobe abscess may be 
ipsilateral, contralateral or bilateral. 

Unilateral symptoms occurred more frequently 
on the side of the cerebral abscess than on the 
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side opposite the abscess; they are, therefore, of 
some lateralizing value. 


The frequent occurrence of unilateral symptoms 
on the side opposite the cerebral abscess limits 
their lateralizing and localizing value and necessi- 
tates caution in their interpretation. 

Bilateral or generalized symptoms are indicative 
only of increased intracranial] pressure 

His conclusions are: 

1. There is no neurological picture which is 
pathognomonic of frontal lobe abscess. 

2. Neurological signs occur in frontal lobe ab- 
scess with sufficient frequency and possess suffi- 
cient localizing value to be of definite and, at 
times, considerable assistance, not only in making 
the diagnosis but also in localizing the lesion. 


An extensve bibliography and a number of tables 
accompany the paper. 


Hemangioma of the Nasal Septum. I. F. Weidlein, 
M.D., Cleveland. Archives of Otolaryngology, 
June, 1936. 


Hemangioma, papilloma, carcinoma, fibroma, 
polypi, tuberculoma and rhinoscleroma are the 
common forms of granuloma which come from the 
nasal septum. 


It is of vital importance that the correct diagno- 
sis be made in order that suitable treatment be 
instigated and not some treatment that might 
aggravate the already existing grave condition. Ex- 
cluding infection and trauma as etiological factors, 
any other granuloma of the nasal septum is 
usually considered as malignant because of its free 
bleeding when touched. The importance of finding 
the point of attachment of the mass is stressed. 
This is hard to do usually because of the position 
of the mass and the bleeding attending the ex- 
amination. A microscopic examination of the tis- 
sue is also necessary. These arise from the carti- 
laginous vomer junction or from the cartilage it- 
self and more than likely from embryonic rests 
instead of stimulation of healthy septal tissues 
The author classifies these hemangiomas into an- 
gioma cavernosum and angioma simplex. 


Instances are cited of the removal of a bleeding 
tumor by Rosenthal from the right anterior in- 
ferior corner of the septum with a cold snare 
which left a smooth cartilage behind; of Dabney 
removing a large cauliflower growth which was at- 
tached just posterior to the nasolabial margin with 
a Luc forceps and cauterization three times with 
tri-chloracetic acid and the remains being re- 
moved with a snare; of Callison reporting a case 
of bilateral polypoid hemangioma consisting of 
pedunculated dark red excresences varying in size 
from that of a pea down, which occurred at the 
junction of the crest of the vomer and the tri- 
angular cartilage bilaterally; of Tilley removing a 
“large angioma” which occurred in seven months 
so that it protruded from the nostril and bled 
freely and which was then removed with its pedi- 
cle attachment to the septal cartilage. 


The four forms of treatment are: cauterization, 
use of radium, electrodesiccation and excision. The 
author favors excision because of the fact that 
then all factors are under control. The base and 
underlying cartilage should be removed along 
with the tumor itself. If this is not done the car- 
tilage usually dies and produces a slough if there 
has been much denudation. 


He reports three cases: a white man of twenty- 
six; a white man of fifty-two; and a white woman 
of thirty. In all three cases excision was done and 
there has been no recurrence. 
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Two Stage Amputation for Diabetic Gangrene of 
Leg. By Edward T. Crossman, M.D., Chief, Sur- 
gical Service “A,” Episcopal Hospital, Phila- 
delphia, Pa. American Journal of Surgery, July, 
1936. 


A two stage amputation for diabetic gangrene of 
leg is recommended because statistics show that 
there is a high post-operative mortality in the 
case of the average patient following amputation 
of an ordinary character. 

The author makes this statement 


“The amputation in these patients has for its 
object the exclusion of infected and toxic material.” 
He believes that this can be best accomplished by 
a two stage procedure 

The article indicates that the author is of the 
opinion that disaster follows in a large percentage 
of patients when a one stage operation, with flaps 
and immediate closure, is done. For example, in a 
group representing fifty-six such operations at 
Episcopal Hospital, there was a mortality of nearly 
fifty per cent. The author agrees that the mor- 
tality in the case of nine of the patients might 
have been attributable to improper and inadequate 
preparation, but leaving out these there was a 
mortality of thirty-eight per cent in the remain- 
der 

Particular reference is made to the necessity of 
preserving the blood supply, and in that connection 
the statement is made that in the average one 
stage operation there is “dissection of one layer of 
tissue from another at the expense of some blood 
supply, since vessels passing from deeper to super- 
ficial structures are divided in the maneuver.’ 


With these arguments as a foundation, the author 
makes this significant statement: “The greatest 
assurance for the life of the patient can be secured 
by the guillotine or Einschmitt operation.” He be- 
lieves that the incision should divide all the tissues 
at one level. He does not believe that any attempt 
at all should be made to fashion flaps, because in 
that way the blood supply suffers. After the pri- 
mary steps in which the guillotine operation is 
performed, there is a.lapse of several weeks dur- 
ing which time the wound is dressed once a week 
with cod liver oil until it is clean enough to se- 
cure information from bacterial counts, then the 
dressings are done about every other day. When 
only two or three bacteria are found in a high 
power field, the secondary plastic operation for the 
formation of a serviceable and sound stump |! 
done 


COMMENTS: In this article there is a very 
strong argument in favor of a two step procedure 
but the argument is apparently based, in the main 
upon the disasters that follow the ordinary am- 
putation with the formation of skin flaps and tight 
suturing. We are convinced that, in that particular 
the reasoning of the author is sound. However, we 
have usually been able to secure very satisfactory 
results following a complete one step procedure 
In doing the operation we have abandoned the 
formation of skin flaps. A vertical incision is made 
on each side of the limb in such a way that inter- 
muscular spaces can be entered, after first having 
made a circular incision at the point of amputa- 
tion through all the tissues down to the bone, or 
bones. The muscular masses are gently separated 
from the bone to a point three or four inches 
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above the circular incision. We have found that if 
this is done with care and circumspection there 
will be but little bleeding. The bone is divided 
three or four inches above the circular incision, 
the muscular masses brought together with a few 
sutures here and there. The space is drained by 
rubber tubing. A tourniquet is not employed. The 
vessels are ligated where they are divided at the 
point of the circular incision. A large gauze dress- 
ing is employed, and the stump kept immobilized 
by the application of splints. LeRoy Long. 


The Progesterone Treatment for Dysmenorrhea. 
By C. A. Elden and K. M. Wilson, Rochester, 
N. Y. American Journal of Obstetrics and Gyne- 
cology, July, 1936, page 91. 


The rationale for the treatment is reviewed, the 
case histories briefly given. In discussing the causes 
of dysmenorrhea these authors emphasize the fact 
that estrin alone is not the sole factor in the 
causation of dysmenorrhea, 


Their conclusions from this brief study follow 

“Seventeen selected patients with dysmenorrhea 
were treated with progesterone. Forty-seven per 
cent obtained complete relief, 11.7 per cent claimed 
partial relief, and 41.3 per cent received no relief. 
The doses varied from 2/25 to 1 Rb. U. given in 
single or divided doses three to six days before 
the onset of the menstrual flow. The possible 
mechanism is discussed. There was some relief of 
constitutional symptoms in some cases. This was 
not a constant finding. There was no delay in the 
onset of the menstrual flow nor any change in the 
character or duration of the period caused by the 
small doses of the hormone.” 


* * 


The Use of Progesterone in Combating Habitual 
Abortion. By Howard F. Kane, Washington, 
D.C. American Journal of Obstetrics and Gyne- 
cology, July, 1936, page 110. 


The summary of this article as given by the author 
follows: 

“1. In forty cases of repeated spontaneous 
abortion treated by progesterone and thyroid ex- 
tract, thirty-six living children were born. 

“2. Pure progesterone seems to be more effec- 
tive than the extract of the corpus luteum. 


“3. The fact that a pregnancy has been success- 
fully completed does not obviate the necessity for 
treatment in subsequent pregnancies. 

“4. The incidence of fetal abnormality is high 
among women who bear children after having 
previously aborted. 

“5. Endocrinologic investigation of women who 
bear defective children may be the means of dis- 
covering the cause and providing a method of 
eliminating this complication of pregnancy.” 


* * * 


The Effects of Progestin on Afterpains. By Samuel 
Lubin and Frank J. Clarke, Brooklyn, N. Y. 
American Journal of Obstetrics and Gynecoiogy, 
July, 1936, page 134. 


This study was made on fifty-five puerperal 
women with a corresponding number of “controls.” 
They report complete relief of after pains in 87.1 
per cent by the administration of a single dose 
(one rabbit unit) of progestin. They observe that 
the normal processes of the puerperium are un- 
affected. 


COMMENT: This is an interesting series of 
articles concerning the employment of more re- 
fined progestinal extracts. The effectiveness of 
employment of progestin in all of these conditions, 
dysmenorrhea, habitual abortion, and after pains, 


rests upon the fact that uterine motility is re- 
duced by the use of progestin. There is no question 
but that the refinement of progestinal extract will 
be of invaluable aid in the practical therapeutics. 
However, individualization of patients will remain 
a necessary requirement for good results, as many 
will have other factors at play in the causation of 
symptoms. Wendell Long. 





Cyclical Changes in the Human Vaginal Mucosa. 
By Herbert F. Traut, Paul W. Bloch and Alberta 
Kuder. From Surgery, Gynecology and Obstet- 
rics, July, 1936. 


The mucosa of the fundus of the uterus and that 
of the tubes have such definite cellular response 
to the pituitary and ovarian cycles that one is 
able to diagnose from them the status of structures 
in the ovary with a great degree of certainty. The 
authors feel that it is logical to assume, therefore, 
that other portions of the Muellerian duct and 
vagina might show evidence of rhythmic histo- 
logical change in an analogous manner. 

This study of the human vaginal mucosa was 
based upon specimens taken from twenty-nine 
normally menstruating women who had no gyne- 
cological or endocrine condition as far as could 
be ascertained. In twelve it was possible to secure 
four or more vaginal biopsies at weekly intervals 
so that in them a complete menstrual cycle was 
represented. All biopsies were taken at the same 
level of the vagina. 

It was found impossible to base the study of the 
“vaginal cycle” on the variations of the super- 
ficial zones of the vaginal epithelium. The authors 
feel that these zones are influenced by any one of 
several extraneous factors, such as coitus, the 
douche, etc. 

“We conclude that there may be rhythmic ex- 
foliation of the superficials. Indeed, it would seem 
highly probable that this should occur in associa- 
tion with the periodic proliferative activity of the 
basal layer; however, we have not succeeded in 
demonstrating this sort of response.” 

The conclusions drawn by the authors in their 
study are: 

“1. In the histological variations of the human 
vaginal mucosa, there is a definite rhythm which 
it is possible to correlate with menstruation and 
hence with the ovarian cycle. 

“2. This cellular response is characterized by 
proliferation on the part of the stratum germina- 
tivum with increase in the number of young epi- 
thelial cells in the basophilic zone of the epithe- 
lium. This response is associated with occasional 
mitoses and very definite leucocytosis and hyper- 
emia. 

“3. The proliferative phase appears in the pre- 
menstruum, lasts six or seven days and is either 
completed premenstrually or extends into the 
menstrual phase and occasionally into the post- 
menstruum. It has not been observed between the 
seventh and twenty-first days of the cycle. Be- 
tween the proliferative phases the epithelium 1s 
quiescent. 

“4. Such alternation between proliferative and 
inactive phases has not been demonstrable by us 
in pregnancy, which seems to indicate that the 
rhythm of the vagina is related to the ovarian 
cycle. 

“5. We have been unable to correlate changes in 
the superficial and intra-epithelial layers of the 
vaginal mucosa with the menstrual cycle. Accord- 
ing to our observations they are quite arrhythmic.” 


COMMENT: Studies of this sort are the basis 
for the practical application of principles of diag- 
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nosis and treatment, because it is in this way that 
variations in structure are proven to have a 
definite relationship to variations in function in 
this organ and in the related organs. 

Wendell Long. 


A Clinical Study of the Effect of Camphor-in- 
Oil on Lactation. By Milton D. Klein, New York, 
N. Y¥. American Journal of Obstetrics and Gyne- 
cology, page 894, 


Ninety out of one thousand postpartum cases 
were studied regarding the effect of camphor-in- 
oil on the breasts at various periods following de- 
livery. When given within twenty-four hours after 
delivery, eighty per cent of the patients failed 
to develop engorgement. Given aften twenty-four 
hours and before engorgement developed beyond 
the first degree stage, inhibition took effect with- 
in six hours and the breast returned to the normal 
state shortly thereafter. 

“When the breasts exhibited a second degree 
reaction before treatment was instituted, the use 
of camphor-in-oil prevented extension of engorge- 
ment to the third degree stage. When camphor-in- 
oil was given after the breasts reached the second 
or third degree reaction, the duration of breast 
engorgement was shortened to twelve hours in- 
stead of thirty-six hours. Furthermore, regression 
to the nonlactating phase was complete within 
two to three days instead of the usual four or 
five days. It is therefore evident that the earlier 
the injections are started, the less the degree and 
duration of the engorgement, and the quicker the 
breasts return to their dry state. 

Since the writing of this paper, fifty additional 
patients have been given larger doses of camphor- 
in-oil (three gr. twice during first day) with re- 
sults that seem to be more effective in prevention 
of lactation. 

CONCLUSIONS 


1. Intramuscular camphor-in-oil is an effective 
method of treatment for relief of breast engorge- 
ment. 

2. Camphor-in-oil given intramuscularly was 
found to inhibit lactation. 

3. The sooner the injections are started post- 
partum, the more effective is the action. 

4. No marked general or local reactions fol- 
lowed. 

5. The advantages of this method over binders, 
catharsis, sedation and restriction of fluid intake, 
are that it is more effective, simpler and less dis- 
turbing to the patient.” 

The procedure followed was that advocated by 
McNeile. 

“Two doses of camphor-in-oil, 1'2 gr. each, 
were given intramuscularly (into the buttocks) 
the first day (in morning and afternoon). One 
injection of 1% gr. was then given daily for three 
successive days, making the total number of in- 
jections five. The use of cathartics, ice bags, bind- 
ers, and restriction of fluids were avoided except 
in the few cases where it was obvious that therapy 
failed. All breasts were examined every twelve 
hours for the first forty-eight hours, every six 
hours for two days and daily thereafter.” 

Wendell Long. 
The Anterior Pituitary-Like Hormone. (A Clinical 

Study of Its Effects in Acne Vulgaris.) By 

Charles H. Lawrence, Boston, Mass. The Journal 

of the American Medical Association, March 21, 

1936, page 983. 

This paper comprises a study of the effects of 
pregnancy urine extract on acne vulgaris. 


Thirty patients, ten males and twenty females, 
were treated by injections of two cc. of Antuitrin-S 
every other day. 

Of the twenty females only eight had noticed a 
relationship of the acne to menstruation. Fourteen 
of the females had disturbances of menstruation 
in rhythm, duration or amount of flow, or definite 
dysmenorrhea, Oligomenorrhea was encountered 
frequently. 

In the patients in whom there was co-existing 
menstrual disturbance and acne, improvement in 
both acne and menstruation progressed in equal 
measure. 

The duration and amount of treatment necessary 
to produce good results varied greatly in different 
patients. The average dosage in the series was 3,360 
rat units, with the maximum 7,700 rat units in a 
patient fifteen years of age. The minimum was 
300 rat units in a patient thirty years of age 

In the majority of patients improvement was 
apparent in from two to four weeks and maximum 
benefit was obtained in from twelve to sixteen 
weeks. No difference was apparent between the 
two sexes as regards to response to treatment. 

Ten patients were regarded as cured since their 
acne had not re-appeared after two months with- 
out treatment. Eleven were much improved, show- 
ing only an occasional papule and seven showed 
only moderate improvement owing partly to as 
yet insufficient treatment. 

These authors feel that further study is needed 
to determine the exact nature of the endocrine im- 
balance existing in patients with acne vulgaris. 


COMMENTS: There is abundant evidence in- 
dicating an endocrine imbalance as an important 
etiological factor in acne vulgaris. The influence of 
potent glandular therapeutic products upon acne 
has been noticed with increasing frequency during 
the last five years when potent glandular extract 
has been available. 

In the first place it was interesting to note the 
fact that acne was more pronounced when large 
doses of estrogenic substances were employed. In 
my experience this was particularly true of 
Theelol. 


Antuitrin-S and the like products have been 
most effective in the treatment of acne, but in my 
experience their effectiveness has been limited to 
those young women who had menstrual disturb- 
ances or other evidence of glandular imbalance 
In other words, it is not yet certain that Antuitrin- 
S is either wise or efficacious as a form of treat- 
ment in all cases, but it is more probably true 
that it is wise and efficacious in a selected group 
of patients who have other symptoms and signs 
of glandular imbalance Wendell Long. 


— —_ -9 —____ —— 


Passive Vascular Exercise: Observations on Its 
Value in Treatment of Peripheral 
Vascular Diseases 


Harwell Wilson and Norman W. Roome, Chi- 
cago (Journal A. M. A., May 30, 1936), employed 
passive vascular exercise in the treatment of 
twenty-three cases of peripheral vascular disease. 
Twelve cases were diagnosed arteriosclerosis; five 
of these were subjectively somewhat improved but 
there was little or no permanent change in the 
objective manifestations. One patient’s complaints 
were relieved and the appearance of the foot defi- 
nitely improved, although the fact that this pa- 
tient was given only eighteen and one-half hours 
of treatment makes it doubtful whether the pas- 
sive vascular exercise was responsible for the result. 
Six cases showed no change. There were eight 
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cases of thrombo-angiitis obliterans; of these two 
showed a slight decrease in the intermittent claudi- 
cation and six showed no change. Three patients 
with embolism were treated. Two died as a result 
of the heart disease that had given rise to the em- 
bolus. The third recovered but it is doubtful 
whether or not this was due to either the positive 
and negative pressure or to the papaverine treat- 
ments that were administered. Many of these pa- 
tients felt improved during the course of the treat- 
ment but reported no permanent beneficial results 
when questioned two or more months later. This 
is evidence of the lack of permanent benefit from 
the treatment and may indicate a considerable 
psychologic factor. In this series of cases passive 
vascular exercise treatment did little good, and it 
was difficult to say whether the beneficial results 
that followed were to be attributed to it or to the 
other measures that were concurrently employed. 


— —Q— 
The Therapy of the Cook County Hospital 


Bernard Fantus, Chicago, in collaboration with 
Theodore Cornbleet (Journal A. M. A., June 20, 
1936), presents the therapy of pruritus, which in- 
corporates the views of the attending staff of the 
Cook County Hospital. It is stated that from a 
practical point of view it is not so much the mode 
of therapeutic attack as the point of attack that 
might be employed in the classification of avail- 
able means of treatment: (1) local measures, 
(2) systemic measures. When local measures suf- 
fice, general measures are not required; and, the 
less efficient the local treatment, the more are 
systemic measures required. In general pruritus, 
systemic treatment is likely to be of greater im- 
portance than local therapy and in localized pru- 
ritus local treatment is of the greater importance. 
Often, these two points of attack are usefully com- 
bined. Some of the therapeutic measures discussed 
are lessening the blood supply to the skin, soothing 
the nerve endings, softening the epidermis, de- 
pression of the sensory nerves, destruction of cellu- 
lar infiltrate by radiation therapy, modification 
of sweat secretion, modification of the blood supply 
and influencing the central nervous system. A 
number of prescriptions for external and internal 
use are given. 

—— —~) —_———_ — - 

Tuberculosis of Clavicle: Review of Literature 

and Report of Case 


Jacob Sirkin and E. A. Baumgartner, Newark, 
N. J. (Journal A. M. A., July 11, 1936), encountered 
a patient who developed a tumor over the right 
clavicle and was found to have tuberculosis of the 
clavicle. Apparently developing later, at least with 
symptoms occurring after this, the right kidney 
was involved and removed. Roentgen examination 
showed a lesion diagnosed tuberculosis of the 
sacro-iliac joint by the roentgenologist. The dis- 
eased clavicle was curetted and is now healing 
Tubercle bacilli were found in the pus removed 
by needle from the clavicular tumor and injected 
into guinea-pigs, which developed the _ typical 
lesions. Twenty-nine cases of tuberculosis of the 
clavicle described in the literature showed that 
this disease occurs in the young adult of either sex 
and that thorough curetting or excision cures the 
condition. In one case sunlight, with no other treat- 
ment, also apparently effected a cure. It is proved 
that there is no special handicap in complete re- 
moval of the diseased clavicle for, if the periosteum 
is not destroyed, new bone develops. Bone trans- 
plantation has been done successfully. The ques- 
tion of a primary focus in the clavicle vexes here 
as in other bone tuberculosis. Though infrequently 
described, there appears to be no anatomic or 


pathologic reason why primary clavicle involve- 
ment cannot occur. Trauma was associated with 
several of the cases reported; it was definitely not 
associated in some. Other foci of tuberculosis are 
described in eleven cases, involving other bones in 
four cases, while the lungs, glands of the neck, 
kidneys and breast were tuberculous in others. 
SS ——_O 


Gonorrheal Vaginitis: Results of Treatment with 
Different Preparations and Amounts of 
Estrogenic Substance 
In treating gonorrheal vaginitis, Robert M. Lewis, 
New Haven, Conn., and Eleanor L. Adler, New 
York (Journal A. M. A., June 13, 1936), found that 
estrogenic substance in ethylene glycol given hypo- 
dermically was relatively effective when used in 
large doses: 2,400 international units daily. Eight 
hundred international units daily proved disap- 
pointing. The use of vaginal estrogenic supposi- 
tories (originally 600 international units and later 
1,000) proved very effective. Clinical improvement, 
cessation or great diminution of discharge is nearly 
always noted after from fourteen to eighteen days 
of treatment. The administration of estrogenic 
substance changes the reaction of the vaginal se- 
cretions from neutral or alkaline to acid. This, the 
authors believe, is the major factor in eliminating 
the gonococcic infection. The acidity of the vaginal 
secretions is easily measured and provides a sure 
guide by which one can determine whether or not 
dosage is adequate. Of thirty-three consecutive 
cases of gonorrheal vaginitis in children treated 
with estrogenic suppositories, thirty yielded nega- 
tive smears in an average of 20.7 days. Two re- 
quired twelve weeks of treatment. Five cases are 
listed as recurrences. No ill effects were encoun- 
tered. The method is safe and harmless, and the 
most effective method known for the treatment of 

gonorrheal vaginitis in children. 
pitindlediiimeanion — 7 


Effect of Carotene and Vitamin A on Patients With 
Diabetes Mellitus: II. Effect of Daily Adminis- 
tration of Carotene on Blood Carotene of 
Normal and Diabetic Individuals 


Elaine P. Ralli, Arthur C. Pariente, Harold Bran- 
daleone and Sidney Davidson, New York (Journal 
A. M. A., June 6, 1936), observed the effect of the 
continued daily oral administration of 0.3 per cent 
carotene in oil on the blood carotene and choles- 
terol of a group of four normal and four diabetic 
persons. Following the administration of one cc. of 
the carotene solution to three normal subjects and 
to three diabetic patients, there was a greater in- 
crease in the blood carotene in the latter and a 
more gradual return to the fasting level after caro- 
tene was stopped. Following the administration of 
five cc. daily to one diabetic patient and to a nor- 
mal subject whose blood carotene level had been 
elevated as a result of the previous administration 
of a large dose of carotene, there was a still greater 
increase in the blood carotene in the diabetic pa- 
tient above that of the normal subject and clinical 
evidence of carotenemia appeared. The blood 
cholesterol was estimated in three normal subjects 
and three diabetic patients. This rose with the 
blood carotene in one diabetic patient and in two 
of the normal subjects. To explain this increase in 
blood carotene in diabetic patients, both before 
and after carotene administration, it is suggested 
that in the diabetic patients the ability of the liver 
to convert carotene to vitamin A is diminished, and 
that this results in an increased concentration of 
carotene in the liver, which interferes with the ab- 
sorption of carotene from the blood. 





